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W^EAK   TISSUES 

^  are  an  easy  prey  to  infective  micro-organisms.  By 
proper  nutrition  the  system  is  enabled  to  defend 
itself  against  disease.  No  therapeutic  agent  builds 
up  depraved  tissues  quite  so  ivell  as 
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It  is  tonic,  nutritive,  reconstructive,  palatable  and 
readily  assimilated  by  the  weaRest  digestive  organs 
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La  Grippe,  G>ld  and  for  the  Reduc- 
tion of  Temperature. 
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PNEUMONIA 


IN  PNEUMONIA  the  inspired  air  should  be  rich  in  oxygen  and  com- 
paratively cool,  while  the  surface  of  the  body,  especially  the  thorax, 
should  be  kept  warm,  lest,  becoming  chilled,  the  action  of  the  phagocytes 
in  their  battle  with  the  pneumococci  be  inhibited. 


applied  to  the  chest  wall,  front,  sides  and  back,  hot  and  thick, 
stimulates  the  action  of  the  phagocytes  and  often  turns  the  scale  in 
favor  of  recovery. 

It  is  an  acknowledged  fact,  as  declared  by  a  well  known  medical 
teacher  and  author  in  his  latest  text-book  on  treatment,  that  '*heat 
applied  and  persisted  in  over  the  entire  diseased  area  is  a  most 
potent  and  physiological  antagonist  to  those  essential  conditions  which 
are  directly  induced  by  the  causes  of  the  disease,  and  from  which 
all  ultimate  pathologic  results  must  develop.  It  is  profoundly  stim- 
ulating, and  while  local  heat  from  undue  combustion  is  present,  the 
applied  heat  stimulates  the  capillaries  and  physiologically  unloads 
the  venous  capillaries.  At  the  same  time  it  stimulates  the  arterial 
capillaries  through  its  influence  upon  the  peripheries  of  the  nerves 
and  secondly  upon  the  nerve  centres,  to  drive  the  accumulating 
tide  through  the  engorged  vessels,  thus  unloading  them  into  the 
veins.  It  thus  carries  off  the  accumulating  waste,  brings  into  the 
capillaries  a  new  tissue  supply  and  quickly  remedies  the  harm  that 
has   been   done  them   in   the   primary   congestion. 

'<  It  is  a  most  rational  procedure.  It  is  logical,  it  is  reasonable, 
it  is  physiological  and  it  is  highly  scientific.  And  such  a  course  is 
always  acceptable." 

CROUP 

Instead  of  depending  on  an  emetic  for  quick  action  in  croup,  the  physician  will  do 
well  to  apply  Antiphlogistine  hot  and  thick  from  ear  to  ear  and  down  over  the  interclavicular 
space.      The  results  of  such  treatment  are  usually  prompt  and  gratifying. 

Antiphlogistine  hot  and  thick  is  also  Indicated  In  Bronchitis  and  Pleurisy 
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Hygienic  Heating 

A  temperature  of  66°  to  68°  F.,  with  a  relative  humidity  of 
60^y  produces  more  comfortable  and  healthful  conditioDS 
than  when  the  temperature  is  much  higher  and  the  air  dry. 

In  furnaces  the  water-box  should  be  regularly  filled  and  a 
little  Piatt's  Chlorides  added  to  it.  With  steam  heat,  hot 
water  radiators,  Baltimore  heaters,  coal,  oil  or  gas  stoves,  a 
dish  ^ith  some  water  containing  a  little  Piatt's  Chlorides 
should  be  kept  over  or  under  the  heating  arrangement. 

In  the  sick-room  a  large  shallow  dish  should  be  kept  filled 
with  water  containing  about  lOj^  of  Piatt's  Chlorides  and  a 
towel  moistened  in  this  dilution  hung  up  and  occasionally  wafted  about,  to  secure 
constant  moistening  and  purification  of  the  air. 

Platte  rblorides. 

if  an  odorlem,  colorlem  liquid  disinfectant  aod  deodorizer.  It  la  mannfactnred  by  HBI7RT  B.  PLATT,  at  New 
York  and  Montreal,  and  sold  in  qaart  bottiea  only,  by  dmgfliieta  eTerywbere.  DUated  with  ten  parts  of  water  for 
moistening  sheets  and  for  general  nse,  it  costs  less  than  Are  cents  per  quart. 
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In  all  cases  where  there  is  a  weakened  action  of  the  heart,  following  an  attack 
of  the  "Grippe,"  after  Typhoid,  in  Chroniq  Diseases,  these  Drops  will  be  found 
of  marked  value,  acting  promptly,  and  perfectly  safe  to  use  in  every  case  where 
indicated.  No  reaction  ever  follows  the  use  of  them,  and  when  the  need  of  them 
has  passed,  they  can  be  discontinued  at  once;  no  tapering  off  required. 
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LIVER   MEDICINE  Hydrastis  Can.,  Leptan.  Vir.,  Nux. 

A  True  Podoph.  Pel. 
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morning  and  night. 

That  rare  thing,  a  true  hepatic  tonic,  free  from  all  cathartic  or  purgative 
action;  it  tones  the  liver  up  to  a  normal  condition,  where  it  will  perform  its 
normal  functions  without  the  lash  or  spur  of  drugs. 
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ognize the  importance  of  MORPHINE  to  medicine,  and,  despite  the  advice 
of  more  conservative  friends,  he  undertook  the  manufacture  of  MOR* 
PHINE  as  early  as  1827. 

The  clearness  of  his  foresight  and  the  wisdom  of  his  step  were  quickly 
proved  by  the  host  of  other  manufacturers  who,  after  witnessmg  his  success* 
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CONSERVATION  VS.  DESTRUCTION;  OR,  SURGI- 
CAL CONSERVATISM  FAVORING  OBSTETRICAL 
SUCCESS. 

BY  FRANK  L.    NEWTON,   M.D. 

If,  in  retrospective  observation  of  the  trend  of  surgical  con- 
junction with  obstetrical  practice,  we  pause  and  consider  for 
a  moment,  we  observe  that  our  route  has  been  marked  by  a 
series  of  cycles. 

Having  passed  through  many  stages  of  advancement,  in  an 
endeavor  to  make  improvements,  we  have  often  departed,  very 
widely  from  the  more  natural  ways,  with  their  complement  of 
failure  and  destruction  following,  the  air  filled  with  the  echo 
of  exploded  theories,  and  the  practice  thereof  abandoned.  The 
authors  and  finishers  have  often  returned  to  the  point  of 
beginning,  which,  if  not  on  the  same  circle,  is  in  one  opposite 
and  adjacent  of  like  circumference,  though  possibly  on  a 
higher  plane.  Though  something  has  been  gained,  it  has  been 
with  conscientious  scruples,  and  serious  questioning  as  to 
whether  the  ends  have  justified  the  means;  and  we  ponder 
whether  attempts  to  improve  upon  nature  savor  of  good  sense 
or  arrogance.  Yes,  whether  it  were  wiser  to  attempt  improve- 
ment upon,  or  to  grasp  the  opportunities  afforded  us  to  inter- 
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pret  the  uses  of  those  ever-abiding  laws,  as  presented  by  symp- 
toms which,  if  correctly  understood,  would  lead  us  to  labor 
in  conjunction  with  the  truer  natural  methods  of  conservation, 
success  and  life,  rather  than  destruction,  failure  and  death. 

Assuming  that  the  chief  end  of  living  is  the  conservation  of 
life,  then  the  chief  object  to  be  obtained  in  obstetrical  prac- 
tice is,  or  should  be,  the  conservation  of  all  upon  which  life 
depends,  when  viewed  in  its  highest  sense  and  with  the  fullest 
comprehension  of  its  complexity. 

It  is  not  difficult  to  see  at  once  the  great  scope  of  this  sub- 
ject, and  that  the  subdivisions  can  only  be  alluded  to  rather 
than  elucidated  within  the  limit  of  the  time  allotted  and  the 
enduring  patience  of  even  members  of  the  medical  profession. 
But  if  permitted  to  simply  refer  to  these  matters,  and  I  suc- 
ceed in  fixing  your  attention  upon  them  but  for  the  passing 
moment,  I  am  persuaded  that  you  will  not  fail  to  appreciate 
the  necessity  for  their  consideration,  and  that  we  shall  all 
profit  in  a  measure,  not  only  from  our  individual  thoughts, 
but  the  expression  of  views  which  some  at  least  must  enter- 
tain, regarding  the  more  vital  influence  governing  our 
existence. 

One  cannot  be  unmindful  of  the  apparent  infringement,  if 
such  it  be,  upon  the  gynecological  field  of  medicine  and  sur- 
gery, in  the  consideration  of  this  subject,  which,  of  necessity, 
treats  of  conditions  far  precedent  to  the  early  boundary  line 
of  the  obstetrical  field.  In  this  I  have  no  apologies  to  make, 
unless  for  those  who  permitted  the  general  surgeon  to  pass  the 
confines  of  your  dominions  and  invade  the  grounds  that  bear 
the  fruits  (?)  of  your  labors  (?),  and  with  their  laurels 
fresh  from  the  bloody  fields  to  which  invited  or  as  usurpers, 
they  have  often  borne  away,  not  only  the  "  fruits,"  but  the 
plants,  and  even  the  very  soil  itself  in  which  they  grew,  not 
satisfied  with  the  removal  of  the  diseased  or  offending  parts, 
but  to  the  uprooting  and  clearing  up  of  the  entire  ground,  to 
the  utter  destruction  of  much  that  might  have  been  conserved 
to  future  usefulness  for  natural  purposes. 

It  is  subject  for  grave  consideration  whether  the  best  of 
judgment  has  always  governed  much  of  the  surgery  upon  the 
generative  system  in  the  past,  or  whether,  from  the  general 
surgeon's  standpoint,  there  has  been  felt  the  greater  need  for 
conservation.     Has  not  the  question  of  the  removal  of  the 
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uterus  .and  its  appendages  too  often  resulted  from  the  applica- 
tion of  that  injunction,  "If  thine  eye  offend  thee,  pluck  it 
out,"  or,  "  If  thine  arm  offend  thee  cut  it  off,"  without  a  full 
realization  of  the  fact  that  in  each  of  the  former  cases  there 
was  an  alternative  while  in  the  single  instance  of  the  removal 
of  the  organ  of  generation,  all  hopes  are  lost  to  the  destinies 
far  beyond  our  comprehension,  while  a  conservative  treatment 
would  have  left  that  which,  recovering  its  health  after  the 
loss  of  that  which  was  menacing  its  life,  would  have  become 
restored  to  great  usefulness. 

It  should  not  be  subject  to  too  serious  criticism  if  we  ques- 
tion the  propriety  of  gynecology  being  linked  with  surgery, 
rather  than  with  obstetrics.  But  if  we  were  to  examine  the 
practice,  or  read  carefully  the  programs  of  the  Surgical  and 
Gynecological  Societies,  we  might  easily  see  that  were  the 
gynecological  factor  recovered  from  them,  that  they  would 
most  certainly  have  to  acknowledge  it  to  be  their  missing  link 
to  fortune  and  to  fame.  And  now,  while  referring  to  this  mat- 
ter, I  ask  you  considerately  if  it  is  not  more  appropriate,  and 
might  it  not  be  to  the  greater  advantage  to  women  and  poster- 
ity, if  the  obstetrician  and  the  gynecologist  were  one  and  the 
same  ?  Would  not  their  interests  be  better  subserved  ?  Would 
not  the  obstetrician  be  more  discriminating  in  the  conservation 
of  that  which  makes  his  part  of  professional  service  possible? 
Would  not  his  intimacy  and  interest  in  the  welfare  and  up- 
building of  the  family  more  naturally  lead  him  to  the  most 
careful  preservation  of  all  that,  in  its  saving,  tends  toward  the 
success  of  the  very  object  for  which  he  labors  ?  I  contend  to- 
day that  there  is  a  growing  tendency  and  demand  for  this 
amalgamation  in  the  forming  of  associations.  It  is  not  forced, 
but  the  result  of  natural  growth.  It  is  not  manufactured,  but 
so  born.  They  need  hardly  be  regarded  as  twins,  because  they 
are  almost,  if  not  quite,  a  unit. 

The  universal  field  of  surgery  has  no  limitation  in  fact,  I 
am  free  to  admit,  but  in  practice  it  may  yet  have.  Every  day 
broadens  its  horizon  as  it  does  its  usefulness.  And  in  its 
societies  it  needs  no  longer  to  associate  itself  with  any  one 
division  since  it  is  not  limited  to  any  one  system. 

And  so  it  might  be  presumed  that  with  the  surgery  of  the 
brain,  the  chest,  the  viscera,  the  extremities,  the  abdomen,  in- 
cluding stomach,  intestines,  liver,  spleen,  pancreas,  kidneys. 
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bladder,  and  all  else  except  the  generative  organs,  that  these 
might  easily  be  excluded  from  the  field  of  general  surgery  and 
fall  entirely  within  the  service  of  the  gynecologist  and  obstet- 
rician in  their  respective  work.  But  this,  in  fact,  cannot  ob- 
tain, since  obstetrics  is  rather  a  medical  than  a  surgical  prac- 
tice, and,  though  largely  a  mechanical  art,  it  does  not  class  as 
surgery,  and  the  average  attendant  readily  admits  that  severe 
or  serious  operations  consequent  upon  complicated  labor  de- 
mand the  immediate  services  of  the  skilled  surgeon  for  saving 
the  fife  of  what  is  and  is  to  be. 

With  this  admitted,  there  is  strong  reason  why  papers  and 
discussions  pertaining  to  these  branches  should  be  presented 
to  practitioners  whose  duties  bring  them  into  closest  touch. 
Then  would  the  surgeon,  and  especially  the  gynecological  sur- 
geon, be  a  most  welcome  member  of  this  society.  You  need 
them,  as  their  services  are  indispensable,  while  they  need  to 
learn  from  you  the  required  conditions. 

I  desire  to  go  on  record  as  suggesting  that  an  eflFort  be 
made  to  have  the  surgeons  "cut  out"  the  gynecological  ap- 
pendix from  their  society  as  being  an  inappropriate  subject. 
Themselves  being  known  as  a  society  of  Surgeons  or  General 
Surgical  Associations,  allowing  societies  of  this  character  to 
be  known  as  the  Gynecological  and  Obstetrical.  It  is  certainly 
refreshing  to  see  the  change  that  is  fast  taking  place  to  the 
encouraging  of  this  view.  In  looking  over  the  programme  of  our 
surgical  society,  we  notice  how  few  papers  are  treating  of  a 
gynecological  subject,  and  how  much  more  attention  is  being 
given  to  the  surgery  of  other  parts. 

We  should  not  be  forgetful  of  our  obligation  to  surgical 
teaching  for  our  success  in  obstetrics.  Strict  obedience  to  her 
rules  and  laws  of  cleanliness,  alone,  in  the  practice  of  asepsis 
and  drainage,  has  raised  obstetrical  practice  to  a  plane,  with- 
out which  observance  it  could  never  have  obtained.  If  a 
greater  obligation  demands  recognition  it  is  the  magnificent 
results  from  the  most  brilliant  capital  surgery  ever  applied  in 
extremis.  But  while  the  obstetrician  has  learned  technique 
from  the  surgeon,  may  not  they,  in  turn,  gather  at  least  a 
fragment  of  knowledge  concerning  the  necessity  of  the  con- 
servation of  the  vital  organs  of  generation?  And  may  we 
not  hope  to  gain  their  support  and  influence  by  membership 
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in  this  society  in  recognition  of  the  esteem  in  which  they  are 
held  by  us  for  other  service  rendered? 

As  we  have  watched  the  morning  sun  of  this  most  wonder- 
ful science  and  art  rising  from  the  horizon,  obscured  by  the 
dark  clouds  of  failure  and  dissolution,  with  but  now  and  then 
a  rift  through  which  the  light  of  success  appeared  to  add  a 
silver  lining,  approaching  the  zenith  resplendent  with  the  glory 
of  its  illustrious  achievements,  we  see  before  us  one  great  and 
glorious  unity  in  the  future  from  the  amalgamated  trinity  of 
the  past. 

Lost  in  the  earnestness  of  our  plea  for  more  conservatism 
in  the  surgical  practice  upon  women,  more  especially  during 
the  child-bearing  period,  we  lose  sight  of  the  duties  of  the 
truly  obstetrical  practitioner.  I  am  persuaded  to  ask  the  fol- 
lowing questions: 

1.  How  can  we  best  accomplish  the  conservation  of  the  race? 

2.  How  save  the  mother? 

3.  How  save  the  offspring? 

Let  every  effort  be  made  to  have  child-bearing  popular. 
Encourage  the  moral  influence  which  will  accept  pregnant 
women  into  society  with  a  feeling  of  pride  rather  than  shame. 
Make  less  easy  and  attractive  the  methods  and  means  of 
preventing  or  disturbing  pregnancy,  and  show  to  them  that 
the  tired  ovary  and  the  insulted  womb  do  not  conduce  to 
health  or  beauty,  and  that  such  indulgences  are  a  menace  to 
good  society,  good  health  and  good  looks. 

Improve  or  remove  conditions  that  annoy,  overcome  un- 
pleasant or  distressing  reflexes  coincident  with  pregnancy, 
overcome  all  complications,  whether  coincident  with  or  conse- 
quent upon  pregnancy,  whose  tendency  is  toward  the  destruc- 
tion of  the  health  or  life  of  either  mother  or  child. 

The  social  problem  is  one  that  must  be  met,  and  appeals 
to  us  as  one  with  which  the  women  themselves  can  best  deal. 
I  would  delegate  to  the  women  physicians  this  most  sensitive 
problem,  for  their  solution.  Endowed  with  that  delicate  touch 
of  S3anpathy,  with  that  intuitive  feminine  approach  and  cour- 
age, we  may  hope  for  much  in  the  future  toward  the  revolu- 
tion of  ideals.  Let  it  be  by  the  women,  with  the  women,  and 
for  the  women. 

To  attempt  an  enumeration  of  the  complications  in  form  of 
diseases  and  dystocia,  is  scarcely  in  place  or  of  service,  since 
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they  are  so  well  known  to  you.  But  the  solving  of  that  prob- 
lem, I  believe,  is  in  the  application  of  the  subject  of  this 
writing — Conservation  and  not  Destruction.  Let  saving  be 
the  first  thought.  Disease  will  easily  make  its  inroads  into 
healthy  organs  and  tissues  where  congenital  malformations 
may  or  may  not  exist,  and  do  their  destructive  work.  Child- 
bearing  may  have  its  associated  mal-influences,  but  many  times 
can  be  corrected.  Mechanical  injuries  consequent  upon  deliv- 
ery may  obtain,  but  they  may  be  repaired,  and  the  proper  doing 
o£  this  saves  the  possible  danger  of  the  entire  loss  of  the 
organ  at  some  future  period.  Operations  upon  the  uterus  as 
for  fibro-myoma,  or  the  appendages,  a§  for  ruptured  tubal 
pregnancies,  diseased  tubes  or  ovaries,  as  has  been  so  fre- 
quently proved,  may  be  done  with  little  loss  of  tissues,  and,  at 
times  without  impairment  of  its  virtues.  And  it  is  for  the 
conservative  treatment  of  all  these  conditions  that  we  plead. 
It  is  not  with  intent  to  make  undue  criticism,  nor  to  portray 
or  display  the  faults  of  the  past  for  the  mere  purpose  of  its 
doing,  that  we  would  speak  thus,  nor  to  claim  that  more 
care  could  be  displayed  in  surgical  technique,  nor  that  it  is 
easy  to  see  opportunity  for  exhibition  of  greater  skill  in  oper- 
ating, but  what  seems  of  most  importance  is  the  application 
of  that  better  judgment  which  is  based,  not  only  upon  care 
and  skill,  but  with  proper  consideration  for  the  highest  ideals 
in  saving  all  possible  healthy  organs  or  parts  of  organs  and 
tissues  at  the  minimum  sacrifice.  Absolute  diagnosis  by  man- 
ual, physical,  subjective  or  objective  methods  is  by  no  means 
possible  before  operation.  Hence  the  mind  cannot  be  fully 
made  up  in  advance  as  to  what  the  operation  will  comprise, 
and  that,  of  necessity,  demands  that  every  operation  be  done 
with  an  unprejudiced  mind,  or,  at  least,  one  susceptible  to  in- 
fluence of  the  conditions  presented,  and  prepared  to  meet  the 
emergency  or  exigencies  of  the  case — in  short,  every  opening 
through  the  abdominal  wall  should  be  considered  as  the  so- 
called  "  Exploratory  Incision  " — and  with  that  attitude  toward 
the  findings,  of  first  preservation  of  organs  or  parts  of  organs, 
and  the  restoration  of  them  to  normal  functions.  Here  is  wide 
field  for  judgment.  It  may,  indeed,  be  surprising  to  know, 
or  to  learn  sometimes,  what  a  small  part  of  the  whole  of 
certain  organs  subserves  to  do  the  act  of  the  entire  organ ;  how 
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often,  when  released,  an  organ  is  restored  to  its  former 
activity,  and  performs  its  natural  function. 

Let  us  not  forget  the  position  in  practice  of  you  to  whom 
I  am  speaking;  that  these  are  not  new  thoughts  only  perhaps 
newly  expressed.  Nor  is  the  subject  of  "  saving  "  new,  but 
that  it  is  a  subject  which  you  should  discuss,  I  make  free 
to  say.  That  the  time  is  fully  arrived,  is  at  hand,  and  behooves 
you  ladies  and  gentlemen,  members  of  this  association,  and 
of  this  society  to  express  your  views,  and  tell  us  if  you 
believe  that  we,  as  practitioners  of  medicine,  of  surgery,  or  of 
the  same  in  one  or  more  of  its  special  branches,  or  as  control- 
lers of  the  practice  on  one  or  more  systems,  if  we  shall  take 
up  the  matter  among  ourselves,  and,  so  far  as  possible,  move 
for  its  correction  and  improvement  or  wait  for  the  laity  to 
move  us. 

That  there  is  abundant  proof  of  the  practice  of  mal-  or 
immature  judgment  in  the  past  we  cannot  dispute,  so  long 
as  we  have  here  before  us  the  records  of  the  past;  so  long 
as  we  hear  read  papers  in  acknowledgment  of  the  same. 
Take,  for  example,  such  a  sentence  as  this :  "  I  now  confine  my 
hysterectomies  to  those  for  diseased  uteri  only."  This  one 
sentence  in  itself,  admits  the  practice  of  the  "  pan  operation  " 
for  not  only  non-malignant,  but  non-diseased  organs.  Thus 
it  may  have  been  for  purely  mechanical  reasons.  If  we  have 
come  to  the  point  of  such  acknowledgments,  have  we  not 
reached  the  place  for  their  correction? 

This  subject  is  one  that  we  would  leave  with  reluctance, 
but  for  the  confidence  in  this  body  of  its  sympathy  with  its 
intentions.  May  I  leave  it  with  you  in  full  conviction  that  it 
has  profited  something  in  awakening  your  interest,  even  if 
exposed  to  criticism? 
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THE  APPLICATION  OF  THE  HOMEOPATHIC  REM- 
EDY IN  OBSTETRICS. 

BY  E.  A.  KRUSEN,  M.D. 

There  is  nothing  in  the  field  of  medicine  or  surgery  that 
the  family  physician  has  to  deal  with  that  will  bring  him  more 
glory  and  honor  than  the  successful  management  of  obstetrical 
cases.  He  is  defending  the  life  and  health  of  mothers,  and 
whatever  touches  the  hearts  of  the  mothers  of  our  Country, 
touches  the  heart  of  every  human  being.  Therefore  it  is  due 
the  mothers  to  have  brought  to  them  the  very  best  that  our 
age  of  medical  and  surgical  skill  can  produce. 

In  ages  past  it  was  believed  that  childbirth  needed  little  or 
no  medical  attention,  and  most  cases  were  relegated  to  the 
care  of  older  women  of  the  neighborhood,  or  to  midwives. 
Not  until  the  cases  assumed  grave  and  even  dangerous  symp- 
toms was  the  advice  and  help  of  a  physician  sought  and,  in 
many  cases,  not  only  too  late  to  prevent  lacerations  of  various 
kinds  and  degrees,  but  too  late  to  save  life.  It  is  quite  probable 
that  if  the  women  of  our  country  could  or  would  observe  the 
dietetic  and  hygenic  laws  of  health  during  the  period  of 
gestation,  there  would  be  less  need  for  the  careful  attention  of 
a  physician  before  labor,  or  even  during  labor. 

Every  physician  knows  full  well  that  under  the  present  status 
of  society  and  of  women  in  the  pregnant  state,  it  is  not  well 
for  a  physician  to  accept  a  call  to  attend  a  patient  in  labor 
unless  he  has  had  full  control  of  that  patient  several  weeks 
before  her  expected  accouchement. 

I  have  sometimes  felt  that  too  many  of  the  abnormal  con- 
ditions found  in  the  lying-in  chamber  are  deemed  impossible 
to  relieve,  or  else  relegated  to  manual  or  surgical  treatment, 
when  the  whole  trouble  could  easily  be  remedied  by  the  admin- 
istration of  the  properly  selected  homeopathic  remedy. 

In  the  first  stage  of  labor  the  old-time  idea  of  allowing 
time,  and  a  nervous,  timid  primipara  to  work  out  the  problem 
alone,  has  been  exploded.  If  there  are  no  deformities  of  the 
mother  or  child,  or  malposition,  much  can  be  done  to  shorten 
and  modify  labor  in  every  stage,  by  the  use  of  the  simillimum. 
Who  has  not  seen  that  rigid  undilating  os  soften  like  magic 
after  the  administration  of  belladonna  or  gelsemium?    In  this 
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stage  you  will  often  find  the  pains  poorly  borne  by  a  nervous, 
tearful  woman.  She  grows  despondent  and  knows  she  will 
not  survive  her  labor,  often  audibly  regretting  the  day  of  her 
marriage.  All  this  can  be  changed  in  a  few  minutes  by  the 
use  of  such  remedies  as  caffea  cruda,  chamomilla,  or  Pulsatilla, 
which,  in  their  effects,  are  like  the  pouring  of  oil  on  troubled 
waters:  the  pains  will  lose  their  spasmodic  character,  and 
harmonious  muscular  action  becomes  established. 

In  the  second  stage,  when  the  os  uterii  is  fully  dilated,  and 
the  fetal  head  has  entered  the  superior  strait,  there  may  be 
a  cessation  of  pains.  It  may  not  be  an  indication  for  forceps, 
but  for  medicine.  Gelsemium,  secale,  or  caulophyllum  may 
re-establish  the  pains,  and,  in  so  doing,  re-enforce  the  whole 
female  economy. 

If  there  is  a  neurotic  history  in  the  family,  signs  of  con- 
vulsion may  be  looked  for,  and  should  be  met  with  stramonium, 
cuprum  arsenicosum,  cuprum  metallicum,  hyoscyamus,  cicuta 
and  others. 

It  may  occur  to  some  to  ask, — How  long  shall  we  wait  for 
the  medicine  to  act  in  these  conditions?  My  experience  has 
been  that  the  proper  remedy  will  act  immediately,  and,  if  no 
action  is  noticed  in  a  few  minutes  after  its  administration,  an- 
other remedy  should  be  selected  which  will  shorten  labor  and 
make  it  less  painful. 

We  now  come  to  the  third  stage,  and  it  is  here  we  find  the 
broadest  field  for  the  exhibition  of  our  remedies.  The  mother, 
just  delivered,  realizes  one  of  the  happiest  moments  of  her  life. 
After  the  pangs  of  labor  have  suddenly  ceased,  her  entire  sys- 
tem is  relaxed  and  exhausted.  The  placenta  may  be  adherent 
or  retained.  If  this  is  so  Pulsatilla,  caulophyllum,  cantharis, 
or  sabina,  will  greatly  aid  you  in  its  delivery.  Hemorrhages 
are  apt  to  occur  at  this  stage,  which  often  tax  the  courage 
and  skill  of  the  physician  to  the  utmost.  They  become  terrific 
and  terrifying,  but  a  stout  heart  and  a  clear  understanding  of 
the  remedy,  with  a  resolute  dependence  on  the  simillimum,  will 
carry  the  patient  safely  through  the  most  alarming  experiences 
of  her  life.  Fluid  extract  of  ergot  is  not  to  be  compared  with 
the  action  of  such  remedies  as  ipecac,  china,  sabina,  trillium, 
and  secale  in  potencies.  These,  of  course,  must  be  combined 
with  manual  treatment  in  the  way  of  friction  over  the  uterus, 
hot  water  and  douches,  and  elevation  of  the  foot  of  the  bed. 
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Shock  and  exhaustion  can  be  met  temporarily  with  alcoholic 
stimulants,  but  do  not  depend  on  them  long,  or  you  will  lose 
your  case.  Reaction  can  better  be  established  by  giving  china, 
carbo  veg.,  arsenicum  alb.,  chininum  arsenicosum,  etc. 

After  pains,  instead  of  being  lulled  by  the  use  of  morphia, 
on  antikamnia,  or  some  other  hypnotic,  which  nearly  always 
leave  a  train  of  stupefying  symptoms,  can  be  controlled  by 
gelsemium,  caulophyllum,  actaea  racemosa,  belladonna,  arnica, 
viburnum,  morphia  aceticum. 

For  septic  infection:  arsenicum,  baptisia,  echinacea,  pyro- 
gen, lachesis,  and  arnica  will  usually  start  the  case  toward 
recovery,  which  can  be  safely  carried  onward  to  good  health 
by  the  properly  selected  remedy. 

After  attending  a  woman  through  a  normal,  healthy  labor, 
where  no  special  remedy  is  indicated,  I  always  prescribe  arnica. 
After  labor  the  tissues  are  always  left  more  or  less  bruised  and 
sore.  Arnica  will  relieve  that  soreness  and  produce  an  early 
repair  of  the  tissues  and  rest  of  the  patient. 

In  presenting  this  subject  I  have  said  nothing,  or  very  little, 
about  surgical  aid  or  pathological  conditions,  but  wish  only 
to  impress  on  you  the  wealth  of  that  great  storehouse  of  reme- 
dies that  can  be  used  to  render  labor  shorter  and  less  painful  if 
we  will  only  use  them  instead  of  delaying,  and  then,  on  the 
spur  of  the  moment,  use  more  radical  and  questionable  methods 
which  often  bring  failure  and  disastrous  results. 
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PYELO-NEPHRITIS  RESULTING  FROM  AND  COM- 
PLICATING PREGNANCY. 

BY  F.  J.   BECKER,   M.D. 

Attention  was  first  called  to  this  complication  of  pregnancy 
by  Kruse  in  1889;  in  1892  Reblaud  published  a  monographic 
study  of  the  subject;  in  1905  Opitz  collected  eighty- four  pub- 
lished cases,  and  in  the  Zeitschrift  fiir  Geburtsh,  und  Gynekol- 
og^e  gave  an  excellent  review  of  the  literature  on  Pyelo-Neph- 
ritis  Gravedarum  et  Puerperium. 

The  limited  number  of  published  cases  would  lead  us  to  the 
conclusion  that  the  condition  was  extremely  rare ;  Viney,  how- 
ever, reports  that  at  least  one  case  occurs  annually  at  the  Hotel 
Dieu  Maternity  in  Paris;  in  our  own  country  Williams  re- 
ports having  seen  it  in  ten  instances,  and  a  careful  examination 
of  cases  will  show  that  it  is  by  no  means  rare. 

The  etiology  is  still  very  obscure,  but  it  is  supposed  to  be 
due  to  a  partial  compression  of  the  ureter  by  the  pregnant 
uterus  with  stagnation  of  urine  in  the  ureter  and  pelvis  of  the 
kidney,  to  which  is  added  an  infectious  process  either  by  ex- 
tension upward  from  the  bladder,  or  by  transmission  of  bacteria 
through  the  blood  of  lymph  channels,  or  from  the  intestines. 
Vinay  and  Reblaud  both  hold  the  bacillus  coli  to  be  the  in- 
fecting germ;  the  latter  even  holding  that  they  gain  access 
to  the  urinary  tract  by  direct  propagation  through  the  intes- 
tines. In  some  rare  cases,  however,  streptococci  and  gonococci 
have  been  found  to  be  concerned  in  the  infectious  process. 

The  disease  has  been  found  to  make  its  appearance  as  early 
as  the  fourth  month  of  pregnancy,  but  usually  appears  in  the 
latter  half.  It  is  usually  unilateral  and  aflFects  the  right  kidney 
much  more  frequently  than  the  left. 

Its  onset  is  sudden  and  not  preceded  by  systematic  disturb- 
ances indicating  pre-existing  pathologic  changes.  Peterson, 
in  his  late  work,  says  that  the  disease  usually  begins  by  the 
patient  complaining  of  an  indefinite  pain  in  the  region  of  the 
kidney,  while  others  report  no  premonitory  symptoms  except 
the  slight  vesical  irritability  usually  accompanying  pregnancy. 

The  first  symptom  usually  is  an  intense,  sharp,  cramp-like 
pain  in  the  region  of  the  affected  kidney.  This  is  frequently 
accompanied  by  a  chill  and  always  by  a  marked  elevation  of 
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temperature,  after  which  the  temperature  pursues  a  hectic 
course,  with  frequent  chills.  After  a  time,  varying  from  one 
to  several  days,  there  occurs  a  sudden  discharge  of  a  large 
amount  of  purulent  urine  containing  albumen.  This  is  fol- 
lowed by  the  disappearance  of  the  pain  and  a  marked  fall  in 
temperature. 

On  palpation,  the  affected  kidney  is  found  enlarged  and 
tender ;  this  gradually  increases  until  after  the  discharge,  when 
there  is  a  marked  decrease  in  size  and  disappearance  of  the 
tenderness.  The  symptoms  and  physical  signs  reappear  as 
the  kidney  refills.  These  exacerbations  and  remissions  which 
mark  the  filling  and  emptying  of  the  kidney  occur  with  marked 
irregularity,  but  become  more  frequent  as  the  process  advances. 

The  diagnosis  is  usually  made  without  difficulty.  The  con- 
ditions which  most  closely  simulate  it  are  acute  attacks  of 
appendicitis  and  cholecystitis.  These,  however,  can  be  elim- 
inateji  by  the  enlargement  and  tenderness  of  the  kidney,  and 
the  presence  of  pus  and  albumen  in  the  urine,  especially  when 
we  are  able  to  exclude  the  presence  of  cystitis. 

Many  authors  treat  of  pyelitis  and  pyelonephritis  antedating 
and  pyelonephritis  resulting  from  pregnancy  as  identical  con- 
ditions. The  difference  in  their  etiology,  however,  has  an 
important  bearing  on  the  indications  for  treatment,  and  should 
not  be  overlooked.  The  former,  rarely  primary  in  origin,  is, 
in  nearly  all  instances,  the  result  of  either  mechanical  irritation 
from  calculi  in  the  pelvis,  extension  upward  of  infection  of 
the  bladder  or  ureter,  renal  affections,  such  as  tuberculosis, 
carcinoma,  or  acute  nephritis,  retention  of  urine  in  the  pelvis 
by  mechanical  obstruction  of  the  ureter  by  calculi  or  kinking, 
specific  fevers,  or  general  systemic  infection,  the  treatment 
varying  with  the  cause  which  needs  to  be  removed  and  its 
effect  counteracted. 

In  the  latter,  the  mechanical  compression  of  the  ureter  by 
the  pregnant  uterus  is  the  primary  cause,  and  the  removal  of 
the  pressure  by  the  emptying  of  the  uterus  allows  free  drain- 
age into  the  bladder,  and,  as  a  rule,  is  followed  by  complete 
recovery.  Williams,  however,  reports  one  neglected  case, 
which  was  seen  by  him  after  premature  spontaneous  labor, 
that  resulted  fatally  from  a  general  septic  condition. 

The  treatment  should  consist  of:  rest  in  bed;  an  abundant 
milk  and  nutritious  liquid  diet ;  the  free  use  of  aperient  spring 
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water,  to  increase  the  action  of  the  kidneys  and  regulate  the 
bowels.  If  pain  is  severe  it  should  be  relieved,  when  possible, 
by  the  application  of  diy  heat  over  the  back  and  loins.  The 
use  of  morphine  is  to  be  avoided  if  possible.  The  administra- 
tion of  renal  antiseptics,  in  the  form  of  solutions  of  formaline, 
urotropin,  or  methylene  blue,  may  be  of  benefit,  and  are  worthy 
of  a  trial.  The  remedies  most  frequently  indicated  are 
arsenicum,  bellad.,  berb.  vulg.,  canth.,  or  mere,  sol.,  or  cor. 

The  most  that  can  be  hoped  for  from  treatment  is  the  con- 
trol of  the  disease  until  the  normal  termination  of  pregnancy, 
or  until  the  child  has  reached  the  stage  of  viability.  The 
disease  persists  until  the  pregnancy  is  terminated,  and  although 
Edgar  says  "  The  disease  does  not  appear  to  be  severe  enough 
to  require  the  induction  of  abortion,"  and  Peterson  says,  "  The 
artificial  interruption  of  pregnancy  has  only  a  very  limited 
field  of  usefulness  in  the  treatment  of  this  complication,"  yet, 
if  improvement  does  not  take  place,  and  the  symptoms  become 
alarming,  premature  labor  should  be  induced  without  hesita- 
tion, before  permanent  structural  changes  of  the  kidney  de- 
velop, or  the  patient's  life  is  endangered  by  exhaustion,  or  a 
general  septic  condition  develops. 

The  following  case,  being  typical  of  this  complication,  may 
serve  to  bring  out  its  important  points : 

Mrs.  J.  D.  K.,  age  twenty-seven,  primipara,  family  and  per- 
sonal history  negative.  Last  menses  appeared  February  25. 
Beginning  about  the  end  of  the  second  month,  complained  of 
backache  which  continued  from  time  to  time  until  July  8. 
Nineteen  weeks  after  last  menses,  she  was  suddenly  seized  with 
a  severe  cramp-like  pain  in  the  right  side,  which  lasted  through 
the  night,  and  then  subsided,  leaving  the  side  tender  to  touch 
and  motion. 

On  July  14,  six  days  later,  she  was  suddenly  seized  with  a 
chill  and  the  same  cramp-like  pain  in  the  side.  Following 
the  chill  the  temperature  rose  to  103°  F.  The  two  days  fol- 
lowing she  had  three  chills,  the  last  one  of  two  hours'  duration, 
the  temperature  varying  from  103  to  105,  and  the  pain  in  the 
side  continued.  On  the  17th  and  i8th,  the  pain  was  some 
better;  there  were  no  chills,  and  the  temperature  varied  from 
loi  to  104. 

A  diagnosis  of  acute  appendicitis  having  been  made,  she 
was  sent  to  Rochester,  Minn.,  for  operation.'  Upon  her  arrival 
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at  Rochester,  Dr.  M.  C.  Millet  made  a  diagnosis  of  acute 
pyelitis  caused  by  pressure  on  the  ureter  and  complicated  with 
more  or  less  nephritis,  and  pronounced  the  case  a  non-opera- 
tive one.  She  was  next  taken  to  her  parents'  home  in  Iowa, 
with  directions  that  the  treatment  should  be  the  ordinary  treat- 
ment of  acute  nephritis.  Up  to  this  time  I  have  no  history 
of  the  condition  of  the  urine. 

On  July  22d,  fourteen  days  after  the  first  attack  of  pain, 
her  condition,  as  reported,  was  as  follows:  pulse  120,  temp. 
103-4;  profuse  perspiration,  especially  at  night;  marked  pros- 
tration; loss  of  appetite;  nausea,  with  occasional  vomiting  of 
greenish  liquid,  bowels  constipated,  the  stools  being  very 
light-colored;  severe  headache  in  forehead  and  occiput, 
vertigo;  dimness  of  vision;  sleepless  and  extremely  restless; 
urine  scanty  and  very  high-colored,  depositing  a  thick,  mealy 
sediment,  containing  pus  and  albumen  in  large  quantity ;  micro- 
scopic examination  was  not  made;  pain  in  the  right  kidney, 
which  was  aggravated  by  touch  and  motion;  the  kidney 
markedly  enlarged  and  very  tender  to  palpation. 

From  this  on  her  condition  grew  gradually  worse.  She  had 
frequent  chills,  the  temperature  varying  from  100  to  104.4, 
with  profuse  night  sweats,  pulse  100  to  120,  constant  pain  in 
the  kidney,  the  urine  containing  varying  amounts  of  pus  and 
albumen,  prostration  and  emaciation  became  very  marked. 

On  August  2d,  after  an  unusually  severe  chill,  the  tempera- 
ture rose  to  106.4,  and  the  pulse  to  130.  This  was  followed 
the  next  day  by  the  discharge  of  a  large  amount  of  nearly 
pure  pus.  The  following  day  I  saw  her  in  consultation,  and 
decided  to  empty  the  uterus  at  once.  This  was  done  by  rapid 
dilatation,  combined  version  and  rapid  extraction,  without 
anesthesia. 

Following  delivery  the  prostration  was  extreme;  the  flow 
normal,  but  scanty ;  temperature  104.4  ^^d  the  pulse  124,  with 
very  profuse  sweating.  The  pain  in  the  kidney  improved  rap- 
idly, the  amount  of  pus  in  the  urine  remained  practically  the 
same  until  after  the  first  week.  The  day  after  the  delivery, 
and  again  on  the  third  day,  she  had  a  slight  chill,  but  these 
were  the  last.  There  was  a  marked  remission  in  the  tempera- 
ture each  day  until  it  became  normal  and  practically  remained 
so  after  the  seventh  day.  The  appetite  improved,  nausea  and 
vomiting  ceased,  but  the  bowels  remained  constipated  with  very 
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light  stools  for  several  weeks.  Headache  ceased,  vision  be- 
came normal,  she  slept  well,  and  the  night  sweats  gradually 
grew  less.  After  the  first  week  the  amount  of  pus  in  the  urine 
decreased,  and  by  November,  three  months  after  delivery,  all 
traces  of  it  had  disappeared. 

The  improvement  in  strength  was  very  slow  at  first,  but 
after  two  weeks  become  more  rapid,  so  that  she  had  nearly  re- 
gained her  normal  standard  by  October.  The  menses  made 
their  appearance  on  October  20th.  The  remedies  given  were 
berberis  vuL,  mere,  corr.,  and  cinchona. 

Later  reports  from  the  patient  state  that  she  remains  per- 
fectly well. 

The  important  points  in  the  case  were:  the  early  onset  of 
the  disease ;  the  mistake  in  the  early  diagnosis ;  frequent  chills, 
high  temperature;  very  profuse  sweating;  the  large  amount 
of  pus,  with  almost  constant  discharge  of  the  same;  the  im- 
mediate improvement  of  the  condition  after  emptying  of  the 
uterus ;  and  the  complete  restoration  to  health. 

One  mistake  was  made,  however,  in  not  emptying  the  uterus 
earlier,  as  her  life  was  unduly  endangered  by  the  delay. 
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THE  PREVENTION  AND  TREATMENT  OF 
SCOLIOSIS.* 

BY  ANSON  H.  BINGHAM^  M.D. 

Scoliosis,  or  lateral  curvature  of  the  spine,  is  one  of  the  most 
common  deformities.  It  is  rarely  congenital,  generally  occur- 
ring between  the  ages  of  eight  and  fifteen  years,  about  75  per 
cent,  of  all  cases  occurring  among  females. 

In  discussing  the  prevention  and  treatment  of  this  deformity, 
it  is  essential  that  its  etiology  be  thoroughly  understood. 

In  a  certain  small  number  of  cases,  the  cause  of  the  deform- 
ity is  very  direct  and  positive,  and  we  will  consider  these 
briefly  before  taking  up  the  larger  and  more  important  class 
of  cases  where  the  etiology  is  obscure. 

1.  Congenital  scoliosis:  Several  cases  have  been  reported 
by  different  writers,  and  one  case  has  come  under  my  ob- 
servation recently,  a  child,  four  months  old,  otherwise  healthy, 
with  a  well-marked  dorsal  curve. 

2.  Compensatory  curvature :  following  a  tilting  of  the  pelvis, 
generally  seen  where  one  leg  is  shorter  than  the  other,  as  in 
coxa  vara,  congenital  dislocation  of  the  hip,  or  tubercular  hip 
disease  with  shortening. 

3.  Lateral  curvature  secondary  to  other  deformities  such  as 
wry  neck. 

4.  Curvature  following  disease  within  the  chest  wall,  espe- 
cially empyema. 

5.  Lateral  curvature  following  injury  or  disease,  such  as 
fracture  or  Pott's  disease. 

6.  Rickets  is  undoubtedly  a  much  more  common  cause  of 
spinal  deformity  than  is  generally  believed,  and  in  examining 
rachitic  children  in  the  hospital  wards,  we  have  found  a 
spinal  curvature  of  varying  degree  in  a  large  number  of  cases. 

7.  Anterior  poliomyelitis  predisposes  to  deformity  by  the 
paralysis  of  the  muscles  on  one  side  of  the  trunk. 

8.  A  certain  amount  of  curvature  often  follows  occupation 
where,  in  working,  the  body  is  held  constantly  to  one  side. 
This  cause,  especially  common  in  school  children,  plays  an  im- 
portant part  in  the  prevention  of  scoliosis  in  childhood. 

*  Read  before  the  American  Institute  of  Homeopathy,  1908. 
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The  foregoing  causes  explain  the  production  of  deformity  in 
a  comparatively  small  number  of  cases.  The  great  majority 
of  cases  of  true  scoliosis  appear  to  be  the  result  of  mechanical 
influence,  and  here  the  etiology  is  somewhat  obscure.  Three 
theories  have  been  advanced  regarding  the  production  of  this 
deformity,  but,  with  one  exception,  they  may  be  considered 
open  to  criticism. 

1.  That  the  deformity  is  due  to  unequal  muscular  action, 
either  to  a  spasmodic  contraction  of  the  muscles  on  one  side 
of  the  vertebral  column,  or  to  a  one-sided  muscular  weakness. 
Observations  have  not  borne  out  this  theory.  In  cases  of  simple 
scoliosis,  muscular  spasm  or  contraction  are  absent,  and  the 
deformity  is  often  observed  in  strong  muscular  individuals. 

2.  Another  theory  has  been  advanced  that  the  deformity  is 
due  to  the  unequal  growth  of  portions  of  the  vertebrae.  This, 
however,  does  not  correspond  with  clinical  facts. 

3.  The  third  theory  is  that  of  superincumbent  weight.  That 
is,  that  the  weight  of  the  head  and  chest  pressing  downward 
upon  the  flexible  vertebral  column,  if  accompanied  by  general 
muscular  or  bony  weakness,  will  result  in  a  lateral  deviation 
from  the  normal.  This  is  the  theory  generally  accepted,  and 
upon  this  theory  our  principles  of  treatment  are  based. 

Heredity  undoubtedly  plays  an  important  part  in  the  etiology, 
and  we  often  see  this  deformity  in  two  or  more  members 
of  the  same  family. 

The  prevention  of  the  deformity  in  early  childhood  is  much 
easier  than  correcting  the  deformity  after  it  has  become 
marked,  and  is  a  matter  often  neglected,  especially  among  our 
schools,  where  the  faulty  attitudes  leading  to  this  condition 
are  generally  acquired. 

The  most  important  factor  in  the  production  of  the  deform- 
ity in  school  children  is  the  faulty  attitude  while  sitting  or 
writing.  The  child  should  squarely  face  the  desk.  The  fore- 
arms resting  for  at  least  two-thirds  of  their  length  upon  it, 
the  body  being  held  erect.  The  desk  should  be  as  close 
to  the  body  as  possible,  to  prevent  leaning  forward,  and  a 
little  lower  than  the  elbows.  The  seat  of  the  chair  should  allow 
the  feet  to  rest  squarely  upon  the  floor,  should  support  the 
thighs  and  incline  somewhat  downward  and  backward.  The 
back  should  extend  to  the  level  of  the  shoulders,  inclined 
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slightly  backward,  but  arched  forward  in  the  lumbar  region 
to  support  the  hollow  of  the  back. 

The  child's  attitude  while  walking  and  sleeping  should  be 
observed  and  corrected  if  found  faulty. 

A  slight  deformity  at  this  time  is  often  overlooked  unless  a 
special  examination  is  made,  and  we  are  of  the  opinion  that 
the  family  physicians  should  carefully  examine  the  bodies  of 
all  school  children  at  least  once  a  year. 

There  is  no  condition  in  orthopedic  surgery  requiring  more 
thought  and  study  than  the  treatment  of  lateral  curvature,  for, 
ias  a  general  rule,  the  deformity  is  well  established  before  the 
patient  is  brought  for  treatment. 

In  a  growing  child,  where  the  vertebral  column  is  flexible, 
and  where  suspension  has  a  marked  influence  in  straightening 
the  spine,  we  may  hope  to  correct  the  deformity  by  exercise, 
recumbency,  the  avoidance  of  improper  postures,  and,  possibly, 
some  form  of  support,  until  the  child  has  become  strong 
enough  to  maintain  the  proper  position. 

In  older  cases,  where  the  deformity  is  marked  and  has 
existed  for  some  time,  the  best  we  can  do  is  to  prevent  an 
increase  in  the  amount  of  curvature. 

The  prognosis  depends  entirely  upon  the  age  of  the  child, 
the  degree  and  duration  of  the  curve,  and  the  flexibility  of 
the  spine. 

Before  outlining  the  treatment  in  a  given  case,  a  careful 
examination  should  be  made.  If  the  child  is  in  a  poor  condi- 
tion, and  working  hard  at  school,  he  should  give  up  school  for 
six  months  or  a  year.  Any  difficulty  in  vision  must  be  cor- 
rected, and  a  shortened  limb  compensated  for  by  building  up 
the  sole  of  the  shoe  to  prevent  tilting  of  the  pelvis. 

The  back  is  examined  for  the  degree  of  deformity,  flexibility 
of  the  spine,  and  the  amount  of  rotation.  The  amount  of 
deformity  may  be  recorded  by  molding  a  strip  of  soft  lead  to 
the  vertebral  column,  and  tracing  it  upon  a  chart,  to  be  kept 
for  future  reference. 

The  treatment  in  an  average  case  of  simple  scoliosis  may 
be  divided  into  four  stages. 

1.  The  removal  of  the  superimposed  weight. 

2.  The  avoidance  of  fatigue  and  improper  postures. 

3.  The  strengthening  of  the  spinal  column  by  proper  ex- 
ercises. 
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4.  The  support  of  the  weak  part  by  a  brace  if  necessary. 

The  removal  of  the  superincumbent  weight  may  be  accom- 
plished in  two  ways,  by  recumbency  or  by  suspension.  When- 
ever the  weight  of  the  upper  part  of  the  body  is  removed,  the 
curvature  is  diminished ;  so,  in  a  growing  child,  the  recumbent 
position  should  be  insisted  upon  for  certain  periods  during  the 
day,  lying  upon  a  firm  surface,  with  the  hands  extended  above 
the  head. 

Self-suspension  by  means  of  the  halter  and  pulley,  is  of 
great  service  in  straightening  the  curve,  and  should  be  used  as 
a  daily  exercise.  Similar  results  can  be  obtained  by  means  of 
a  horizontal  bar.  It  should  be  placed  obliquely,  having  it 
somewhat  higher  on  the  concave  side.  Swaying  the  trunk 
from  side  to  side  while  in  this  position  not  only  exercises  the 
muscles,  but  limbers  up  the  spine. 

Whenever  the  child  becomes  fatigued,  the  amount  of  de- 
formity invariably  increases,  so  whenever  he  shows  signs  of 
being  tired  he  should  lie  flat  upon  his  back  until  thoroughly 
rested. 

One  of  the  most  important  points  in  the  treatment  of  these 
cases  is  the  correction  of  faulty  habits.  The  child  should  be 
daily  exercised  in  standing,  sitting  and  walking  properly,  with 
this  end  in  view;  the  setting-up  drills  are  of  value.  Actiye 
games,  especially  in  the  open  air,  are  to  be  encouraged,  but 
the  child  should  be  constantly  watched,  and  a  correct  position 
insisted  upon. 

The  second,  and,  in  our  opinion,  the  most  important  point  in 
the  treatment  of  the  case,  is  to  strengthen  the  weakened  spinal 
column.  This  is  done  by  increasing  the  strength  of  the 
muscles  which  hold  it  erect,  and  this  is  accomplished  by  appro- 
priate exercises. 

These  properly  selected  gymnastics  are  the  most  important 
agents  at  our  command  in  correcting  the  deformity,  and  the 
patient  must  devote  himself  to  this  task  for  a  long  period. 

In  selecting  a  method  of  exercise,  the  age,  strength,  and 
sex  of  the  patient  must  be  taken  into  consideration,  or  we  may 
do  more  harm  than  good.  A  method  well  adapted  for  a 
strong,  muscular  boy  would  be  ill-suited  for  a  weak,  delicate 
girl.  These  exercises  are  not  to  be  carried  to  the  point  of 
fatigue,  which  always  increases  the  amount  of  deformity. 

Those  exercises  should  be  advised  which  hold  the  vertebral 
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column  in  the  best  possible  position.  This  is  determined  by 
a  careful  examination,  and  is  known  as  the  keynote  position,- 
and  all  exercises  should  be  carried  out  while  the  position  is 
maintained. 

The  exercises  may  be  divided  into  two  classes. 

1.  Those  which  develop  the  general  muscular  system. 

2.  Those  which  develop  the  special  muscles  of  the  body. 

Light  dumbbells  weighting  from  one-half  to  four  pounds  af- 
ford one  of  the  best  methods  of  exercise,  using  them  for  a 
stated  period  once  or  twice  a  day.  While  this  does  not  develop 
the  special  muscles  of  the  back  it  does  encourage  the  system- 
atic cultivation  of  all  the  muscles  of  the  body. 

For  developing  the  special  muscles  we  have  used  the  follow- 
ing exercises,  modifying  them  as  the  case  seems  to  demand. 

1.  With  the  patient  lying  on  the  floor,  arms  extended  above 
the  head,  feet  steadied  by  the  instructor,  body  raised  to  sitting 
posture  and  slowly  lowered. 

2.  Patient  lying  face  downward,  arms  at  right  angles,  trunk 
is  raised  as  high  as  possible  and  moved  from  side  to  side. 

3.  Patient  lying  face  downward  upon  a  table,  pelvis  pro- 
jecting beyond  edge,  feet  steadied  by  assistant,  body  slowly 
lowered  until  fingers  touch  floor,  and  raise  again  to  horizontal 
position. 

4.  Patient  standing  erect,  bends  forward  until  fingers  touch 
floor,  then  raises  body  to  keynote  position. 

5.  Standing  erect,  hips  steadied  by  assistant,  bends  forward 
and  describes  circle  with  the  trunk. 

These  exercises  should  be  repeated  from  three  to  five  times 
each,  until  the  patient  gains  in  strength,  when  the  number  of 
times  can  be  increased. 

The  different  exercises  of  use  in  this  condition  will  be  found 
in  detail  in  any  good  text-book,  but  we  have  found  the  ones 
described  especially  useful  in  the  average  case. 

When  the  patient  can  afford  it,  the  Swedish  gymnastics  af- 
ford a  valuable  method  of  exercise,  but  require  some  one  who 
is  thoroughly  familiar  with  the  system. 

The  exercises  should  always  be  followed  by  a  certain  amount 
of  rest  in  the  recumbent  position. 

The  value  of  jackets  or  other  supports  in  treating  these 
cases  is  a  matter  open  for  discussion. 

We  believe  from  personal  observation  that  the  routine  use 
of  the  plaster  jacket  in  all  cases  does  more  harm  than  good. 
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In  the  treatment  of  simple  lateral  curvature,  where  proper 
training  and  gymnastics  can  be  carried  out,  direct  support  is 
not,  as  a  rule,  indicated. 

The  general  rule  has  been  for  the  surgeon  to  apply  a  jacket 
as  soon  as  the  patient  is  brought  for  treatment.  It  would  ap- 
pear that  such  treatment  would  not  only  interfere  with  the 
proper  development  of  the  muscles,  but  also  encourage  anky- 
losis of  the  spine. 

There  are  cases,  however,  where  the  deformity  is  increasing 
rapidly,  and  where  the  patient  is  unable  to  voluntarily  assume 
a  better  attitude.  In  these  cases  some  form  of  support  is  ad- 
visable until  the  bones  and  muscles  have  gained  in  strength, 
and  the  patient  begins  to  assume  the  proper  attitude  naturally. 
After  this  has  been  accomplished,  the  use  of  a  jacket  or  brace 
only  interferes  with  our  progress. 

The  form  of  support  that  has  given  us  the  best  result  is 
the  plaster  of  paris  corset.  This  is  applied  while  the  patient 
is  suspended,  and,  while  hardening,  the  deformity  is  corrected 
as  much  as  possible.  A  better  fitting  and  more  durable  cor- 
set can  be  made  by  making  a  solid  plaster  model  of  the 
patient's  body,  and  molding  the  corset  upon  that. 

The  jacket  is  cut  down  in  front,  bound  with  leather,  prop- 
erly padded,  and  made  to  lace  up,  so  that  it  is  easily  removed 
and  reapplied.  It  is  to  be  removed  while  the  child  is  lying 
down  during  sleep,  and  while  the  exercises  are  being  carried 
out 

In  review,  then,  our  treatment  of  the  average  simple  case 
would  be  as  follows: 

1.  The  persistent  correction  of  faulty  attitudes. 

2.  Properly  selected  gymnastics  and  exercises. 

3.  When  necessary,  the  plaster  jacket. 

The  length  of  time  necessary  for  treatment  varies  consid- 
erably. The  patient  must  be  inspected  frequently,  the  amount 
of  improvement  noted,  and  the  exercises  changed  if  necessary. 
In  the  average  case  the  active  treatment  must  be  continued 
for  from  three  to  six  months,  or  until  the  muscles  have  been 
sufficiently  strengthened  and  the  child  assumes  the  proper  posi- 
tion naturally,  and  the  parents  understand  the  mechanics  of 
the  treatment.  After  that  simple  exercises  may  be  used  at 
home.  But  young  children  with  a  tendency  to  deformity 
should  be  inspected  three  or  four  times  a  year  during  the 
period  of  growth. 
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c;esarean  section  in  a  case  of  congenital 
dislocation  of  both  femora. 

BY   FLORENCE    N.    WARD,    M.D. 

The  patient,  Hazel  B.,  applied  at  the  clinic  about  three 
years  ago  for  the  relief  of  some  trifling  ailment.  Her  appear- 
ance was  so  unusual  that  attention  was  directed  to  her  condi- 
tion, and  an  investigation  was  made  to  determine  the  cause  of 
her  peculiarities.  She  was  undersized,  being  less  than  5  feet 
in  height,  and  her  weight  was  less  than  100  pounds.  She  had 
a  waddling  gait,  throwing  the  weight  of  her  body  heavily  from 
one  leg  to  the  other  as  she  walked.  It  proved,  on  examination, 
to  be  a  case  of  congenital  dislocation  of  both  femora,  with  the 
characteristic  deformities  of  such  a  lesion.  Both  femora  were 
dislocated  backward  upon  the  iliac  bones,  the  head  of  each 
femur  moving  up  and  down  on  the  ilium  as  she  walked ;  there 
was  a  marked  lordosis;  the  shoulders  were  carried  far  back, 
with  unusually  wide  separation  of  the  thighs  when  the  patient 
stood  erect. 

She  was  told  to  report  at  the  clinic  should  she  ever  become 
pregnant.  She  presented  herself  January  25,  1908,  with  a 
pregnancy  of  eight  months'  duration. 

She  gave  the  following  history :  age,  twenty  years ;  nativity, 
California;  puberty  at  seventeen  years;  menstruation  every 
twenty-eight  days,  lasting  about  a  week ;  free  flow  with  severe 
crampy  pains  the  first  day.  With  the  exception  of  the  usual 
diseases  of  childhood,  she  had  always  been  well.  The  last 
menstruation  was  June  i,  1907. 

ANTE-PARTUM    EXAMINATION. 

The  pelvic  measurements  were :  Inter-spinal,  20  cm. ;  inter- 
crestal,  22  cm.;  baudeloque,  17  cm.  The  pelvic  inclination 
was  greatly  increased;  the  pelvimeter,  while  taking  the  ex- 
ternal conjugate,  with  the  patient  in  an  erect  position,  rested 
almost  vertical,  and  the  dorsal  surface  of  the  sacrum  being 
horizontal. 

The  position  of  the  fetus  was  L.  O.  A.,  the  fetal  heart 
sounds  strong  and  distinct  140,  heard  to  the  left  of  the  umbil- 
icus.    Fetal  head  was  freely  movable  and  not  engaged  in  the 
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pelvis;  the  fundus  of  the  uterus  was  11  cm.  above  the 
umbilicus. 

She  was  instructed  to  enter  the  hospital  February  29,  1908, 
and  an  elective  Caesarean  section  was  chosen  as  the  best  method 
of  delivery. 

Urinary  examination  gave  negative  results. 

OPERATION. 

The  operation  was  performed  at  the  Memorial  Sanatorium, 
February  29,  1908.  Dr.  Alice  Goss  administered  the  anesthetic 
and  Drs.  Ida  Cameron  and  Jos.  Brooks  assisted. 

Slight  labor  pains  began  about  4  p.  m.,  soon  after  the  patient 
entered  the  hospital. 

The  usual  preparation  for  abdominal  section  was  made  and 
the  operation  performed  that  evening. 

The  steps  of  the  operation  were  as  follows: 

Abdominal  incision  was  made  at  10:40  p.  m.,  to  right  of 
the  medium  line.  Incision  extended  from  about  6  cm.  above 
the  umbilicus  to  the  same  distance  below  it. 

Peritoneum  was  entered  at  10:48  p.  m.  The  uterus  was 
entered  by  a  longitudinal  incision  as  near  to  the  fundus  as  the 
abdominal  incision  permitted  at  10:49  P*  ^'  Membranes  incised 
and  child  delivered  at  10:495^  p.  m.  Cord  clamped  and  cut 
The  placenta  was  delivered  at  10:51  p.  m.  The  uterus  con- 
tracted well  under  compression  exerted  by  the  hands  of  the 
assistant,  and  was  delivered  outside  the  abdominal  cavity. 

The  uterine  cavity  was  sponged  with  dry  sterile  gauze,  and 
the  uterine  incision  closed  by  two  rows  of  deep  and  superficial 
interrupted  sutures  of  linen  thread.  The  uterine  closure  was 
completed  at.  11:07  p.  m.  The  uterus  was  returned  to  the 
abdominal  cavity  and  abdominal  contents  were  undisturbed  by 
sponging. 

The  omentum  was  brought  down  to  the  fundus,  but  not 
over  it,  and  placed  behind  the  uterus.  The  abdominal  wall 
was  closed  with  unusual  care,  as  owing  to  the  lordosis  existing, 
intra-abdominal  pressure  was  exerted  to  an  unusual  degree 
against  the  abdominal  wall.  First  through  and  through  sutures 
of  silkworm  gut,  then  the  peritoneum  was  closed  by  con- 
tinuous No.  I  catgut,  after  which  the  fascia  was  overlapped 
and  united  by  interrupted  mattress  sutures  of  No.  2  catgut. 
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followed  by  cutaneous  buttonhole  horsehair  suture.  Closure 
was  completed  at  ii  :28  p.  m. 

The  pulse  was  excellent  throughout  the  operation.  The 
patient  reacted  well  and  made  an  uninterrupted  recovery. 
Pulse  and  temperature  were  normal  throughout  the  puer- 
perium.  _  Sutures  were  removed  on  the  tenth  day,  with  union 
by  first  intention.  There  was  remarkable  freedom  from  pain 
throughout  the  entire  convalescence.  She  sat  up  in  two  weeks 
and  left  the  sanatorium  in  three  weeks. 

Post-partum  examination  showed  the  uterus  in  perfect  pos- 
ition and  well  involuted.  After  the  first  two  days  of  the 
puerperium  the  lochia  was  very  scant  and  ceased  unusually 
early. 

The  child  was  a  girl,  well  developed,  full  term.  The  head 
measurements  were:  occipifo- frontal,  ii  cm.;  occipto-mental, 
12  cm. ;  suboccipito-bregmatic,  lo  cm.,  bi-parietal,  8  cm. 

The  child  has  made  an  excellent  development,  and  is  now 
vigorous  and  well. 

The  placenta  was  situated  in  the  right  upper  quadrant  of 
the  uterus. 

The  most  noticeable  thing  about  the  convalescence  was  the 
freedom  from  pain  and  discomfort  of  even  the  normal  puer- 
perium where  the  child  is  delivered  by  the  natural  passages. 
After  the  soreness  during  the  first  twenty-four  hours  had  dis- 
appeared, she  said  she  felt  perfectly  well  through  the  lying- 
in  time. 

This  remarkable  freedom  from  discomfort  in  the  lying-in  pe- 
riod, I  attribute  to  two  factors :  first,  the  simplicity  of  the  tech- 
nique employed;  the  avoidance  of  manipulations  at  the  time 
of  the  operation ;  no  gauze  packing  in  the  abdomen ;  no  rubber 
ligature  around  the  cervix,  and  not  even  the  intra-uterine 
gauze  packing  advised  by  so  many  operators.  In  short,  by 
every  possible  means  reducing  trauma  to  the  minimum. 
Second:  limiting  the  operation  to  the  shortest  possible  time 
compatible  with  doing  deliberate  and  careful  work.  It  will  be 
noted  in  this  case  that  the  work  in  the  abdominal  cavity  occu- 
pied only  nineteen  minutes,  a  factor  that  contributes,  not  only 
greatly  to  the  ease  of  the  convalescence,  but  also  to  the  reduc- 
tion of  mortality. 

Another  element  greatly  in  the  patient's  favor,  was  the  se- 
lection and  performance  of  Csesarean  section  before  the  pa- 
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tient  was  exhausted  by  unsuccessful  attempts  at  delivery.  The 
problem  presented  in  this  case  was  the  delivery  of  a  full-term 
child,  with  average  head  measurements,  through  a  pelvic  inlet 
with  all  its  diameters  greatly  diminished  and  a  pelvis  set 
almost  at  right  angles  to  her  perpendicular. 

Could  nature  have  done  it  ?  Not  without  the  expenditure  of 
great  energy,  with  every  likelihood  of  failure,  which  would 
have  necessitated  a  Caesarean  section  under  most  unfavorable 
conditions. 

The  surgical  axiom  applies  most  forcibly  to  this  case — "  It 
is  always  wise  to  recommend  a  relatively  safe  operation  rather 
than  subject  the  patient  to  the  chances  of  a  late  operation  for 
a  doubtful  and  uncertain  condition." 

A  most  interesting  article  bearing  upon  this  point  is  that 
published  by  Dr.  Edward  Reynolds,  of  Boston,  Mass.*  where, 
in  his  prelude  to  a  report  of  his  series  of  twenty-nine  cases  of 
Caesarean  section  without  mortality,  he  has  gathered  statistics 
showing  the  great  advantage  of  the  primary  or  elective 
Caesarean  section  over  the  secondary,  or  inevitable  section.  His 
nil  mortality  rate  was  due,  he  held,  to  the  fact  that  all  his 
sections  were  early  or  primary  cases,  and  their  freedom  from 
discomfort  was  proportionate  to  the  length  of  labor  before 
the  operation. 

From  all  sources  for  the  last  ten  years,  he  gathered  a  series 
of  cases  which  he  divided  into  three  classes:  first,  primary 
cases — those  performed  before  the  beginning  of  labor,  or  with 
the  advent  of  the  first  pains ;  second,  secondary  sections,  where 
a  certain  amount  of  labor  had  demonstrated  its  unsatisfactory 
results;  and,  third,  late  sections  after  arrest  of  head  at  the 
pelvic  brim.  The  first  series  of  primary  section  showed  a 
mortality  of  1.2  per  cent.,  the  second  class  a  mortality  of  3.8 
per  cent.,  and  the  third  class,  after  the  arrest  of  the  head,  with 
prolonged  labor,  12  per  cent.  ...  the  mortality  was  shown  to 
be  proportionate  to  the  amount  of  labor  endured  before  the 
operation. 

Caesarean  section,  before  or  during  labor,  may  be  compared 
to  an  operation  for  appendicitis,  in  the  interval,  or  during,  an 
attack — or  to  an  abdominal  operation  performed  upon  individ- 
uals before  or  at  different  stages  of  profound  and  prolonged 
muscular  effort. 

*  American  Journal  of  Obstetrics,  June,  1907. 
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Another  important  point  developed  in  the  study  of  this  series 
of  cases  was  that  the  death  rate  was  wholly  due  to  infection, 
the  result  of  lowered  resistance  from  exhaustion  or  the  re- 
sults of  a  peculiar  susceptibility  of  the  peritoneum  after  long^ 
labor. 

The  practical  outcome  of  the  study  of  these  cases  is  the 
early  recognition  of  the  mechanical  conditions  necessitating  the 
performance  of  Caesarean  section  before  the  onset  of  labor. 
The  recent  great  reduction  in  mortality  rate  is  due  to  a  more 
careful  investigation  of  each  case,  and  a  more  accurate  estima- 
tion of  the  forces  involved  in  labor.  Three  mechanical  factors 
must  always  be  considered :  first,  the  obstruction  offered  by  the 
maternal  pelvis;  second,  the  passenger,  or,  more  accurately, 
the  characteristics  of  the  fetal  head;  and,  third,  the  maternal 
muscular  forces.  These  must  be  accurately  determined  sep- 
arately, and  the  resultant  verdict  will  determine  the  course  to 
be  pursued  before  labor  sets  in. 

Upon  the  general  practitioner  must  rest  the  burden  of  the 
discovery,  before  labor  sets  in,  of  the  mechanical  defects  that 
mean  disaster  to  the  mother  and  child  at  the  time  of  labor; 
and  success  in  the  management  of  these  cases  means  the  power 
to  foresee  these  difficulties  and  to  call  in  aid  and  meet  them 
with  intelligence  rather  than  to  wait  until  mischief  has  been 
done,  and  Caesarean  section  performed  too  late  to  bring  suc- 
cessful results.  The  conclusion  is,  early  operation — successful 
outcome  I 

With  the  new  impulse  given  in  obstetrics  in  the  develop- 
ment of  ante-partum  examination,  note  the  recent  reports  of 
series  of  cases  with  no  mortality : 

Arthur  J.  Wallace,  Practice,  March,  1907,  16  cases — i  death. 

Eliseo  Canton,  Anns,  de  Gyn  et  d'Obstet,  September,  1907. 
Twenty-five  conservative  Caesarean  sections  without  maternal 
mortality. 

Dr.  John  O.  Polac  reports  a  series  of  eleven  cases  of  Caesar- 
ean section,  February,  1908,  American  Journal  of  Obstetrics. 
These  reports  show  the  trend  of  the  modem  Caesarean  section 
is  to  almost  perfect  results  in  early  cases.  Another  noticeable 
point  in  recent  literature  is  that  it  is  invading  the  domain  held 
by  symphysiotomy  or  pubiotomy,  high  forceps  and  version,  and 
it  is  more  and  more  the  accepted  treatment  for  placenta  previa 
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and  eclampsia,  though  the  vaginal  Caesarean  section  has  many 
warm  advocates  for  rapid  delivery  in  eclampsia. 

Its  simplicity  of  technique  and  its  directness  of  attack,  to- 
gether with  the  smoothness  of  convalescence,  as  well  as  its 
constantly  bettering  statistics,  all  make  it  one  of  our  most  sat- 
isfactory obstetrical  procedures. 
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"  ASCENDING  INFECTION  "  IN  WOMEN.* 

BY  JAMES   JOHNSTONE,   M.D. 

The  title  chosen  for  this  short  paper  no  doubt  has  seemed 
somewhat  mysterious  to  some  of  my  colleagues,  but  it  was 
chosen  advisedly,  for  two  reasons :  first  to  lessen,  if  possible,  the 
unpleasantness  which  is  associated  with  circularizing  the  subject 
of  venereal  infection  generally,  and,  secondly,  to  draw  more 
earnest  attention  to  a  special  phase  of  that  infection  which  is 
not  seldom  lost  sight  of  in  the  general  practice  of  medicine, 
but  which  is  of  serious  import,  not  only  to  the  individual 
female,  but  to  the  collective  community. 

It  needs  but  a  slight  acquaintance  with  surgical  and  medical 
literature  to  make  one  aware  that  more  attention  is  given  to 
gonorrhea  in  the  male  than  in  the  female.  How  many  treatises 
have  been  written  on  the  disease  in  the  male,  and  how  little 
reference  is  made  to  its  effects  in  the  other  sex.  Various 
reasons  may  be  urged  in  reply.  The  more  urgent  pain  and 
more  obvious  clinical  symptoms  in  the  male  no  doubt  tend 
to  rivet  attention  to  his  ailment,  particularly  as  the  patient  is 
forcibly  reminded  of  his  disease  each  time  he  micturates. ,  The 
initial  symptoms  are  unmistakable  and  cannot  be  overlooked. 
In  the  female  it  is  otherwise.  Accustomed  to  vaginal  dis- 
charge of  varying  nature,  a  yellow  discharge  on  some  partic- 
ular occasion  excites  little  surprise,  and,  if  painless,  calls  for 
no  special  treatment. 

It  is  frequently  overlooked  by  both  patient  and  physician. 
But,  as  we  shall  see  later,  that  oversight  may  mean  months 
and  years  of  suffering  invalidism  and  sexual  incapacity.  The 
troubles  that  may  ensue  to  the  woman  from  such  a  neglected 
discharge  are,  unfortunately,  too  many,  and  many  most  seri- 
ous, and  it  is  only  of  late  that  this  fact  has  become  recog- 
nized. How  many  of  our  teachers  twenty  years  ago,  fifteen 
years  ago,  yea — even  ten  years  ago— would  suggest  the  gon- 
'ococcus  as  a  cause  of  peritonitis  in  the  female,  while  to-day 
the  best  informed  authorities  reckon  it  as  almost  the  most 
frequent  microbic  factor.  The  observer  who  pointed  out  this 
fact  with  any  degree  of  insistence,  backed  by  microscopic  proof 
and  scientific  experiment,  was  Wertheim,  of  Vienna,  fifteen 
*  Presented  to  the  British  Homeopathic  Society. 
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years  ago.  His  treatise  was  painstaking,  exhaustive  and  con- 
clusive, so  much  so  that  since  then  his  dictum  has  been  ac- 
cepted without  question. 

Before  his  investigations  were  made  known,  gonorrhea  in 
women  was  regarded  as  of  slight  importance,  as  being  more 
easily  and  quickly  cured  than  in  man,  because  the  easily  acces- 
sible vagina  permitted  more  perfect  radical  treatment.  Little 
heed  was  taken  of  after-results.    They  were  not  suspected. 

Wertheim  insisted  that  the  disease  was  fraught  with  the 
gravest  danger  to  the  woman,  not  in  the  way  of  immediate 
and  acute  suffering,  but  in  the  serious  lesions  induced  later  in 
date  and  further  into  the  ramifications  of  the  genital  canal, 
lesions  often  resulting,  if  not  radically  dealt  with,  in  inveterate 
chronic  invalidism  and  too  often  in  hopeless  sterility. 

The  active  agent  in  this  infectious  disease  is,  as  you  know, 
the  gonococcus,  a  microbe  discovered  by  Neisser,  in  1879. 
Its  doubled  or  paired  shape  makes  it  distinctive  to  the  eye, 
and  by  suitable  staining  it  may  easily  be  differentiated  and 
recognized  in  discharges  and  tissues.  Its  presence  is  con- 
stantly associated  with  the  clinical  symptoms  of  gonorrhea, 
though  the  variation  in  degree  of  intensity  may  range  over 
wide  limits.  The  microbe  can  be  cultivated  in  a  pure  strain 
outside  the  body,  to  reproduce  the  disease  when  reinoculated 
on  healthy  mucous  membrane.  This  has  been  experimentally 
proved  in  man,  and  is  beyond  a  doubt.  From  the  disease  in- 
duced experimentally  the  organism,  in  full  virulence,  can  be 
obtained.  Unfortunately,  one  attack  does  not  minimize  or 
prevent  another,  nor,  in  other  words,  can  immunity  be  induced, 
naturally  or  artificially.  This  fact  has,  no  doubt,  some  rela- 
tion to  the  want  of  success  in  treating  the  disease  by  serum- 
therapy. 

The  micro-organism  may,  under  certain  circumstances,  take 
on  an  "involution  form,"  in  which  the  morphological  char- 
acters are  altered,  and,  in  particular,  the  faculty  for  staining 
is  lost.  But  the  virulence,  though  dormant  for  a  while,  is 
capable  of  reappearing  in  full  force.  This  phenomenon  is 
known  as  "latent"  gonorrhea.  It  is  probable  that  the  re- 
cesses of  the  tubular  glands  of  the  prostate  in  the  male  and 
the  uterine  mucosa  in  the  female  are  the  favorite  hiding  places 
of  the  microbe  in  its  dormant  condition.  In  "latent"  gon- 
orrhea a  person  may  have  had  an  acute  attack  which  subsides 
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easily,  leaving  only  a  slight  thin  discharge  of  which  no  notice 
is  taken,  and  in  which  no  gonococci  are  to  be  discovered  by 
staining.  The  disease  is  thought  to  be  cured  and  yet  infection, 
even  of  a  violent  character,  may  result.  The  following  train 
of  manifestations  is  known  to  occur,  and  serves  to  illustrate 
the  danger  of  this  phenomenon  of  "latency." 

After  marriage  it  is  possible  for  a  long  cured  (?)  gonorrhea 
in  the  husband  to  induce  a  violent  attack  in  the  wife.  From 
this  induced  attack,  where  the  gonococci  are  in  a  fresh  and 
virile  condition,  the  husband  may  be  reinfected,  raising  sus- 
picion in  his  mind  that  his  wife  had  been  infected  before  mar- 
rage.  He  is  quite  unaware  of  the  fact  that  his  antecedent  and 
long-cured  gonorrhea  has  given  rise,  after  a  period  of  latency, 
to  the  revival  of  the  acute  symptoms.  The  persistence  of  the 
disease  in  the  wife  and  the  cure  in  the  case  of  the  husband 
after  separation  for  a  time  may,  on  reunion,  result  in  reinfec- 
tion of  the  husband  from  the  wife.  Such  are  some  of  the 
clinical  vagaries  of  this  disease,  and  the  embarrassing  compli- 
cations are  obvious. 

Unusual  modes  of  infection  may  give  rise  to  attacks  of  the 
disease,  unrecognized  as  such,  but  capable  of  inducing  the 
after-effects  for  which  good  cause  may  not  then  be  obvious. 
A  few  years  ago,  in  my  own  practice,  a  case  occurred  which 
suggests  possibilities  in  the  future.  A  mother  brought  her 
baby  to  me  suffering  from  what  appeared  to  be  an  ordinary 
vaginal  discharge,  not  unusual  in  infants.  Its  persistence  after 
mild  treatment,  was  explained  by  the  fact,  which  gradually 
leaked  out,  that  the  baby's  nurse  was  being  treated  by  another 
medical  man  for  gonorrhea.  The  presence  of  gonococci  in  the 
discharge  from  the  infant  confirmed  the  suspicion  as  to  origin 
and  nature.  Though  the  infant  is  long  ago  apparently  well 
from  gonorrhea,  there  may  yet  follow  the  later  effects  of 
sterility  or  pelvic  disease.  It  is  well  known  that  gonorrhea, 
either  as  vulvitis  or  ophthalmia,  is  easily  transmitted  from 
child  to  child  in  hospitals  and  orphan  asylums,  by  the  careless 
use  of  sponges,  towels,  thermometers,  etc.  Hence  manifesta- 
tions in  after  life  and  conditions  of  the  pelvic  organs  may  have 
their  origin  in  unrecorded  infantile  gonorrhea. 

As  the  gonococcus  attacks  mucous  surfaces  only,  the  strat- 
ified epithelium  lining  the  vagina  and  vaginal  portion  of  the 
cervix  uteri  remains  free.     Hence  vaginitis  is  not  usually  a 
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S3miptom  of  the  disease,  and  early  and  acute  warning  is  not 
aflForded  as  in  the  case  of  the  male  urethra.  The  glands  of 
Bertholini,  situated  in  the  vulva  somewhat  posteriorly,  are 
nearly  always  affected,  and  the  reddened  punctate  patches,  in- 
dicating the  inflamed  orifices  of  these  glands,  may  be  looked 
on  as  a  very  suggestive  sign  of  the  disease.  It  used  to  be  held 
somewhat  generally,  particularly  on  the  Continent,  that  bartho- 
linitis was  a  sure  indication  of  gonorrhea.  I  have,  however, 
operated  for  abscess  in  these  glands  in  girls  under  twenty, 
in  whom  there  could  be  no  suspicion  whatever  of  their  having 
been  subject  to  specific  infection.  Inflammation  of  these 
glands  does  not  always  mean  gonorrhea. 

The  next  part  of  the  genital  tract  to  be  affected  is  the 
mucous  lining  of  the  cervical  canal.  This  is  normally  occu- 
pied in  its  lower  part  by  a*plug  of  mucus,  free  from  microbes, 
which  seems  to  act  as  an  aseptic  barrier  to  the  spread  of 
micro-organisms  upwards.  Should  the  barrier  be  at  fault, 
owing  to  previous  disease  or  mechanical  interference,  the  mi- 
crobes are  allowed  an  easy  passage  upwards.  An  endo-cer- 
vicitis  is  the  result,  f6llowed  by  endometritis.  The  infection 
penetrates  to  the  deep  ramifications  of  the  glands  of  the  uter- 
ine mucosa  and  even  to  the  muscular  layer  itself.  Hence  we 
have  metritis  set  up.  Even  after  a  case  has  been  apparently 
cured,  it  is  in  the  depths  of  the  uterine  glands  that  infection 
may  remain  and  take  on  the  latent  form,  to  break  out  afresh 
under  favorable  conditions. 

The  clinical  signs  of  these  conditions  may  be  grouped  thus : 
eversion  and  erosion  of  the  vaginal  portion  of  the  cervix, 
cysts  of  the  Nabothian  follicles,  hypertrophy  of  the  uterus, 
usually  with  tenderness. 

From  the  uterus  the  infection  spreads  to  the  lining  of  the 
Fallopian  tubes,  which  may  thereby  become  seriously  and 
completely  impaired  as  regards  their  function  as  oviducts. 
Owing  to  involvement  of  the  interstitial  tissue  and  muscular 
layers  the  tubes  become  thickened  and  tortuous,  the  lumen 
may  be  narrowed,  even  occluded  at  some  points,  and  distended 
by  accumulated  purulent  or  serous  secretion  at  others.  Hence 
we  have  "  pus  tubes "  and  Fallopian  cysts.  The  infection 
spreads  still  further,  escaping  from  the  Fallopian  tube  and 
attacking  the  adjacent  ovary  and  peritoneum.  The  attacks 
of  peritonitis,  as  a  rule,  recur,  frequently  producing  dense  ad- 
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hesions  involving  the  pelvic  organs  and  intestines  in  a  con- 
fused  mass.  Occasionally  the  attack  of  peritonitis  is  severe 
and  general,  and  may  endanger  the  life  of  the  patient.  The 
most  serious  case  in  my  own  experience  occurred  five  years 
ago  in  a  lady  who  had  recently  been  on  -holiday  in  the  coun- 
try. During  her  absence  the  husband,  under  the  influence  of 
alcohol,  ran  the  risk  of  infection  and  developed  an  acute  attack 
of  gonorrhea,  verified  by  bacteriological  examination.  Unfor- 
timately,  the  wife  returned  somewhat  unexpectedly,  and,  be- 
fore a  warning  could  be  given,  became  infected.  For  about 
a  month  there  was  nothing  unusual  in  the  course  of  the 
disease,  but  at  the  end  of  that  time  it  was  evident  that  the 
pelvic  organs  were  well  involved;  peritonitis  ensued  with  rise 
of  temperature,  general  abdominal  pain  and  distention.  At 
this  stage  I  had  the  advantage  of  the  advice  of  my  colleague. 
Dr.  Burford.  Under  ordinary  circumstances  the  condition  of 
the  patient  would  have  been  considered  most  grave,  but 
knowing  the  character  and  route  of  the  infection  it  was  pos- 
sible to  give  a  more  favorable  prognosis.  Under  the  use  of 
belladonna  and  mercurius  corrosivus  infernally  and  belladonna 
fomentations  externally  the  serious  symptoms  soon  subsided, 
the  pelvic  exudation,  which  had  been  severe  began  to  reduce, 
and  in  six  weeks  the  patient  had  quite  recovered.  This  oc- 
curred in  1903,  and  there  has  been  no  recurrence  of  any 
trouble. 

It  is  not  every  patient  that  is  so  fortunate.  The  more  usual 
result  is  chronic  disease  of  the  pelvic  peritoneum  with  involve- 
ment of  the  adjacent  organs.  The  clinical  picture  presented 
by  such  a  case  may  briefly  be  described  as  follows :  dysmenor- 
rhea, leucorrhea,  constipation,  irritable  bladder,  sterility, 
chronic  invalidism,  bedridden  often,  wasting,  rise  of  tempera- 
ture of  2**  or  3*,  indigestion,  neuralgias,  mental  depression  and 
constant  pelvic  and  referred  pain.  Many  of  these  cases  come 
to  us  for  operation  from  the  out-patient  department  of  the 
hospital,  and  are  fitted  to  tax  to  the  utmost  the  resources  of 
the  surgeon.  The  adhesions  between  bowel,  uterus,  tubes, 
ovaries,  and  bladder  are  dense  and  almost  hopeless  t6  deal 
with.  With  patience  and  a  certain  amount  of  boldness  the 
distended  and  often  pus-filled  tubes  are  disentangled  from  the 
depths  of  Douglas's  pouch  and  brought  to  the  light  for  re- 
moval.   The  wonder  is  that  fistula  of  bowel  and  bladder  is  not 
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more  common  as  the  result  of  tearing  the  dense  adhesions. 
As  a  rule  removal  of  the  diseased  tubes  and  ovaries  is  suf- 
ficient, but  if  the  uterus  is  much  involved  it  may  be  necessary 
to  remove  it,  either  at  the  primary  or  at  a  secondary  operation. 

It  is  often  difficult  to  trace  these  cases  to  an  original  attack 
of  gonorrhea,  owing  to  the  gonococcus  having  undergone  in- 
volution changes.  There  can  be  no  doubt,  however,  that  gon- 
orrhea is  the  most  common  cause  of  suppuration  in  the  pelvis, 
Kelly  being  most  emphatic  on  this  point.  The  minor  forms 
— short  of  suppuration — ^give  rise  to  chronic  invalidism  and 
usually  to  sterility.  Very  frequently  it  happens  that  a  woman 
who  has  had  gonorrhea  becomes  pregnant  once  and  not  a 
second  time.  This  has  been  called  by  Sanger  "  one-child  ster- 
ility." It  is  computed  that  twelve  per  cent,  of  all  marriage 
are  sterile,  one-third  being  due  to  the  husband,  two-thirds 
being  due  to  gonorrhea. 

Enough  has  been  said  to  point  out  the  serious  and  far- 
reaching  effects  of  this  "ascending  infection"  on  the  repro- 
ductive organs  of  woman  and  of  its  all  too  common  occur- 
rence. 

In  speaking  of  the  treatment,  the  many  details  essential  in 
practice  are  too  extensive  to  be  dealt  with  in  the  time  at  my 
disposal,  and  I  therefore  propose  to  direct  attention  only  to 
certain  broad  principles  which  should  guide  us  in  grappling 
with  this  insidious  and  serious  complaint. 

First  as  to  prophylaxis:  the  question  arises.  When  should 
a  man  suffering  from  gonorrhea  be  allowed  to  marry?  Keep- 
ing in  mind  the  chronic  form,  which  often  persists  for  months 
and  years,  and  the  latent  phase  of  which  the  microbe  is  capa- 
ble, one  must  defer  the  license  to  marry  till  all  possible  risk 
is  well  passed.  Microscopic  examination  is  not  a  complete  test, 
for  the  infective  material  may  be  in  such  an  "  involution 
form"  as  not  to  be  disclosed  thereby. 

The  acute  stage  in  women  should  be  discovered  as  early 
as  possible,  while  it  is  still  confined  to  the  genital  tract  below 
the  cervical  canal.  Vaginal  douching  has  its  value,  but  if  too 
strong,  may  do  harm  by  setting  up  an  irritation  which  tends 
to  augment  the  disease.  Careful  swabbing  out  of  the  vagina 
by  the  physician  with  the  aid  of  the  speculum  and  disinfection 
of  the  external  parts,  repeated  from  time  to  time,  and<  with 
as  little  resulting  irritation  as  possible,  seems  the  better  plan. 
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Treatment  of  the  interior  of  the  uterus  and  cervical  canal 
should  not  be  undertaken  lightly,  as  infection  may  be  carried 
in  where  it  did  not  exist.  The  principle  of  avoiding  irritation 
holds  good  here  as  in  the  vagina.  The  routine  use  of  the 
curette  is  to  be  deprecated.  It  may  be  necessary  in  severe 
cases  of  menorrhagia,  but  for  the  milder  cases  the  introduction 
of  some  effective  and  less  irritating  disinfectant  on  a  Play- 
fair's  probe  is  likely  to  give  the  best  results. 

For  the  involvement  of  the  body  of  the  uterus,  tubes  and 
other  pelvic  structures  constitutional  treatment  is  all-impor- 
ant  and  may  be  summed  up  in  physical  and  functional  rest, 
carefully  adjusted  diet  and  due  attention  to  the  functions  of 
bladder  and  rectum.  Local  treatment  in  the  form  of  hot 
douches,  baths,  glycerine  and  medicated  tamponnade  continued 
over  a  long  time  and  varied  or  intermitted  as  occasion  de- 
mands, is  the  only  alternative  to  more  radical  surgical  meas- 
ures, which  have  already  been  indicated. 

The  remedies  most  useful  when  the  infection  has  ascended 
to  the  region  of  the  peritoneum  are  belladonna  and  mercurius 
corrosions  in  the  acute  stages,  sepia,  sulphur  and  silica  in  the 
more  chronic  conditions. 

This  short  sketch  of  "  ascending  infection  "  does  little  more 
than  present  the  main  outlines  of  the  condition,  but  will  have 
served  its  purpose  if  it  results  in  directing  attention  to  a 
malady  which  has  been  treated  far  too  lightly ,  until  recent 
years,  and  which,  as  we  are  now  aware,  affects  so  seriously 
the  health  of  woman  and  her  fitness  for  her  role  in  Nature. 

THE  BEARING  OF  MODERN  PATHOLOGY  ON 
THE  TREATMENT  OF  CANCER. 

BY  EDWIN  A.  NEATBY,  M.D. 

"Among  women  who  have  attained  their  forty-fifth  year, 
as  well  as  among  men  ten  years  older,  cancer  exacts  a  yearly 
death-toll  vastly  heavier  than  that  which  is  levied  by  that 
other  national  scourge,  pulmonary  tuberculosis.  It  would 
therefore  appear  from  statistics  that  thousands  of  those  whom 
medical  science  has  enabled  us  to  rescue  from  premature 
death  from  tuberculosis  are  doomed,  after  a  respite  of  only  a 
few  years,  to  fall  victims  to  another  and  more  terrible  de- 
stroyer."    (Lancet,  vol.  i,  1903,  p.  1178.) 
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If  there  is  even  an  element  of  truth  in  these  words  we  need 
feel  no  surprise  at  the  almost  feverish  eflforts  which  are  being 
made  in  this  and  other  countries  to  find  the  cause  and  the 
essential  nature  of  cancer,  and  to  discover  agents  or  methods 
of  treatment  which  will  yield  at  least  a  modicum  of  success. 

More  than  one  theory  as  to  its  parasitic  origin  has  been 
propounded;  of  these,  the  one  attracting  most  attention  is 
that  which  ascribes  its  development  to  the  presence  in  the 
tissues  of  the  Micrococcus  neoformans — a  variety  of  staphylo- 
coccus described  by  Doyen. 

Another  theory  attributes  cancer  to  the  presence  in  some 
part  of  the  somatic  tissues  of  certain  wandering  germ-cells, 
i.e.,  cells  which  were  destined  in  the  embryo  to  form  repro- 
ductive tissue  or  organs.  These  wandering  cells  remain  in 
most  cases  latent  for  an  indefinite  number  of  years,  and  wake 
into  activity  about  or  after  middle  life.  For  this  view  Dr. 
Beard  is  mainly  responsible.  These  two  theories  have  been 
combined  by  Dr.  Gerald  Leighton,  who  suggests  that  the  latent 
germ-cells  may  be  roused  into  activity  by  the  presence  of  a 
parasite  or  its  secretions.  I  do  not  propose  to  discuss  either 
of  these  theories,  but  shall  allude  to  them  again  when  referring 
to  treatment. 

The  term  pathology  may  be  defined  as  "  the  science  of  the 
nature  of  disease."  On  to  this  broad  conception  of  pathology, 
current  phraseology  often  grafts  morbid  anatomy.  Though 
this  may  not  be  strictly  accurate,  I  propose  to  invest  the  term 
with  this  combined  or  double  meaning  for  the  purpose  of  this 
paper. 

More  precisely  stated,  I  wish  to  draw  your  attention,  first, 
to  some  of  the  recent  teaching  concerning  morbid  histology 
in  association  with  cancer,  and,  second,  to  some  recent  teaching 
with  reference  to  the  essence  or  pathology  of  the  disease. 
The  first,  if  correctly  observed,  is  a  question  of  fact;  the 
second,  one  in  which  theory  holds  a  large  place.  The  errors 
of  the  first  are  mainly  those  of  incompleteness  and  possible  in- 
accuracy of  deduction ;  the  errors  of  the  second  are  as  change- 
ful as  in  physiology,  but  they  tend  to  lessen  as  theory  be- 
comes based  on  fact.  A  large  amount  of  work  in  London, 
Liverpool,  and  abroad  has  been  devoted,  as  I  have  already 
mentioned,  to  the  study  of  the  structure  and  multiplication  of 
the  cellular  elements  in  cancer.     So  novel,  interesting,  and 
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important  have  these  investigations  been,  that  they  at  first 
overshadowed  the  importance  of  research  concerning  the  be- 
havior of  the  connective-tissue  stroma  in  which  the  cancerous 
cells  proliferate,  and  the  changes  associated  with  such  cellular 
proliferation,  either  as  cause  or  effect.  The  subject  of  my 
paper  is  not  the  pathology  of  cancer,  but  the  bearing  of  its 
pathology  on  its  treatment.  I  shall,  therefore,  allude  only  to 
such  points  as  seem  to  be  related  to  the  latter. 

The  most  painstaking  and  illuminating  study  of  the  con- 
nective tissue  in  cancer  emanates  from  the  research  laboratory 
of  the  Middlesex  Hospital,  and  was  presented  to  the  profession 
by  Dr.  Victor  Bonney. 

By  the  inspection  of  a  few  sections  of  tissue  the  subject  of 
carcinomatous  deposit,  even  a  beginner  is  impressed  by  the 
area  of  small  cell  infiltration  which  occurs  in  the  vicinity  of 
these  new  growths.  Professor  Bonney  has  stained  these 
cells  with  differential  blood  stains,  and  finds  them  to  consist 
of  a  variety  of  cells;  of  these,  the  most  important  are  poly- 
nuclear  leucocytes,  lymphocytes,  and  "  plasma  "  cells.  These 
last  are  large  cells  with  an  excentric  nucleus,  with  from  five 
to  eight  masses  of  chromatin  placed  peripherally,  and  one  or 
two  central  nucleoli.  These  cells  are  united  one  to  another 
by  fine  processes. 

The  yellow  elastic  tissue  frequently  disappears,  and  in  some 
cases  it  first  separates  from  the  adjacent  endothelium  by  a 
new  deposit  of  hyaline  tissue.  It  is  into  this  area,  devoid  of 
yellow  elastic  tissue,  that  the  first  epithelial  growths  take  place. 
In  some  cases,  especially  in  the  breast,  a  new  formation  of 
elastic  tissue  occurs.  These  cells  and  connective  tissue 
changes  are  found  both  in  inflammatory  states  and  in  the 
vicinity  of  carcinomatous  tissue. 

In  short,  Bonney's  investigations  have  rendered  much  more 
precise  our  previous  knowledge  that  inflammatory  conditions 
in  a  variety  of  situations  are  favorable  ground  for  the  de- 
velopment of  cancer.  It  will  suffice  if  I  quote  passages  from 
three  of  the  sections  alluded  to  by  him  as  specially  illustrating 
this  fact. 

(i)  Carcinoma  of  Vulva. — Qinical  investigation  of  a 
large  number  of  cases  failed  to  find  one  example  of  carcinoma 
of  the  vulva  in  which  "the  chronic  inflammatory  condition 
known  as  leukoplakia  was  not  antecedent  to  the  onset  of  the 
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new  growth."  Microscopic  examination  shows  that  "the 
earliest  downgrowth  of  the  epithelium  is  into  a  tissue  deficient 
in  yellow  elastic  fibers,  and  otherwise  profoundly  altered  by 
the  pre-existent  inflammatory  process."  Moreover,  it  is  in 
the  early  active  stage,  where  cell  proliferation  in  the  connective 
tissue  is  still  going  on,  that  carcinoma  is  prone  to  develop.  In 
the  later  stages,  when  clinically  the  skin  is  thickened,  white, 
and  hard;  when,  microscopically,  the  cell  infiltration  disap- 
pears and  collagen  is  deposited  in  the  sub-epithelial  tissues, 
cancer  is  much  less  likely  to  develop. 

(2)  Carcinoma  of  Cervix. — "  Evidence  of  pre-existent 
cervicitis  and  'cervical  erosion,'  is  present  in  all  the  early 
cases  which  I  have  examined."  "  Carcinoma,  of  the  cervix 
may  begin  either  in  the  thickened  squamous  epithelitun  that 
covers  the  area  of  an  old  erosion,  or  in  the  h)rpertrophic  cervi- 
cal glands  higher  up.  In  either  case  the  development  of 
malignancy  appears  to  bear  some  relation  to  the  altered  con- 
ditions that  obtain  between  the  epithelium  and  its  underlying 
connective  tissue  as  a  result  of  long-continued  cervicitis."  It 
would  take  us  too  long  and  somewhat  wide  of  the  main  ob- 
ject of  this  paper  were  I  to  dwell  upon  the  interesting  histolog- 
ical points  on  which  these  statements  are  based. 

(3)  Mammary  Carcinoma. — In  all  early  cases  Bonney 
found  histological  evidence  of  traces  of  mastitis.  These 
changes  are  soon  obliterated  by  the  spread  of  the  disease. 

Summing  up,  Bonney  states  "  that  in  all  the  forms  of  car- 
cinoma the  malignant  epithelial  ingrowth  has  been  preceded 
by  certain  constant  changes  in  the  sub-epithelial  tissues.  These 
changes  consist  in  a  type  of  chronic  inflammation  characterized 
by  the  presence  of  plasma-cells  and  lymphocytes,  as  the  main 
cell-forms  seen,  the  remaining  cellular  elements  of  the  connec- 
tive tissue  being  more  or  less  quiescent,  while  there  is  a  dis- 
appearance of  elastin  and  collagen  from  the  sustentacular 
framework.  These  changes,  coupled  with  the  epithelial  hyper- 
trophy which  subsequently  appears,  constitute  the  precarcinom- 
atous state."  This  precarcinomatous  state  may  be  attained 
through  various  inflammatory  processes,  at  first  quite  distinct 
from  one  another,  but  culminating  in  the  same  histological 
picture.  Acute  suppurative  inflammation  is  least  likely  to  be 
followed  by  cancer,  chronic  suppurative  inflammation  next 
most  unlikely,  while  tuberculosis  and  S)rphilitic  inflammation 
are  more  common  as  exciting  causes. 
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This  teaching  is  a  scientific  confirmation  of  clinical  obser- 
vation and  theoretical  deduction  in  favor  of  the  existence  of 
a  precancerous  stage  of  cancer.  The  lesson  of  this  doctrine 
is  "  writ  large  "  across  it — prevention  is  better  than  cure.  In 
spite  of  the  obvious  fact  that  we  can  seldom  or  never  be  sure 
that  we  have  warded  off  a  potential  carcinoma,  no  effort 
should  be  spared  to  prevent  the  precancerous  stage  drifting 
into  the  established  disease. 

With  what  new  dignity  and  importance  does  not  this  teach- 
ing invest  the  commonplace  maladies  of  vulvitis,  "cervical 
erosion,"  and  mastitis!  I  have  selected  these  three  as  being 
in  my  own  department;  but  what  is  true  in  these  instances 
is  true  of  the  tongue,  the  esophagus,  the  intestine,  and  probably 
of  cancerous  growths  in  general. 

From  this,  the  first  point  and  the  first  great  lesson  of  my 
paper,  it  is  an  easy  step  to  the  second.  I  have  referred  to  the 
fact  that  it  is  not  the  old  cases  of  leukoplakia  of  the  vulva 
which  are  prone  to  take  on  cancer  stages.  In  other  words, 
the  presence  of  thickened  stroma  and  collagenous  deposit  has 
arrested  the  threatening  tendency.  Some  defensive  mechanism 
has  been  called  into  action.  Goldmann  believes  that  "  facts 
prove  that  the  body  commands  powers  of  combating  cancer 
and  healing  it."  He  says  that  in  cured  or  retarded  cases  "  we 
always  discover  the  same  reaction  on  the  part  of  the  body, 
namely,  the  formation  of  stroma."  Two  years  ago,  when  I 
occupied  the  Chair  now  so  ably  filled  by  our  friend.  Dr. 
Murray  Moore,  I  had  the  honor  of  drawing  your  attention 
to  the  gradual  change  in  professional  opinion  as  to  the  local 
or  constitutional  origin  of  several  diseases,  amongst  which  was 
cancer.  This  feeling  is  obviously  growing,  but  perhaps  not 
as  a  direct  anthesis  to  that  of  local  origin — rather  as  a  supple- 
ment to  such  local  tendency  or  beginning.  In  other  words, 
cells  whose  origin  is  at  present  unknown  become  fertile, 
either  through  the  removal  of  a  normal  inhibiting  influence  or 
the  introduction  of  an  abnormal  exciting  one.  In  either  case 
some  new  defensive  process  is  originated  in  the  body.  Pro- 
fessor Bonney  tells  us  that  there  is  "  no  histological  evidence 
(italics  mine)  of  a  protective  reaction  on  the  part  of  the  tis- 
sues to  the  carcinoma  cell."  This  may  be  because  in  the 
cases  where  carcinoma  actually  developed,  such  defensive  reac- 
tion had  failed,  or  because  the  reaction  is  of  a  bio-chemical 
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rather  than  a  histolc^ical  kind.  But  Professor  Goldmann  be- 
lieves that  there  is  a  formation  of  new  vessels  in  the  vicinity 
of  the  infiltrating  growth,  in  which  vascular  increase  decreases 
as  the  growth  increases,  and  eventually  disappears  entirely. 
He  regards  "  vascular  neo-formation "  as  a  test  of  "  the 
body's  power  of  reacting  against  malignant  tumors."  The 
vascularization,  however,  he  believes  to  be  merely  "  useful  in 
producing  more  active  blood  circulation;"  and  "the  efficacy 
of  this  intensified  circulation  is  naturally  dependent  upon  the 
presence  of  defensive  factors  in  the  blood."  In  relation  to 
other  diseases,  Wright  has  shown  that  an  increased  circulation 
of  blood  poor  in  defensive  properties  is  in  no  way  beneficial — 
perhaps  is  even  injurious,  by  inducing  a  more  rapid  dissemina- 
tion of  toxins  or  other  injurious  substances. 

Though  little  is  known  as  to  the  exciting  causes  of  cancer, 
yet  it  is  becoming  an  article  of  belief  that  an  analogy  between 
it  and  many  infectious  disorders  must  exist — both  as  to  cause 
and  cure. 

Moullin,  after  stating  that  it  is  obvious  that  healthy  tissues 
do  possess  some  power  of  resistance  to  the  growth  of  cancer, 
in  a  short  conmiunication  to  the  Lancet  concerning  the  de- 
velopment of  secondary  nodules  in  suture  scars,  makes  a  strik- 
ing statement.  He  advances  the  belief,  and  gives  a  case  in 
support  of  it,  that  the  cancer  germs  are  not  carried  in  by  the 
needle  or  suture,  but  that  development  occurs  in  the  suture 
track  as  being  a  place  where  the  resistance  is  lowered.  He 
then  avers  that  "  all  the  instances  in  which  transplanted  cancer 
germs  have  succeeded  in  growing  have  been  cases  in  which 
the  patients  were  suflFering  from  cancer  already,  in  whom  it 
may  be  presumed  the  power  of  resistance  had  been  already 
overcome." 

Handley,  in  a  lecture  before  the  College  of  Surgeons, 
worked  out  in  an  interesting  way  his  subject,  which  was 
"The  Spontaneous  Cure  of  Cancer." 

The  foregoing  references  are,  I  hope,  enough  to  show  the 
drift  of  modem  thinking  in  regard  to  cancer,  but  the  most 
striking  utterance  of  all  on  the  subject  was  enunciated  by 
Professor  Goldmann,  before  the  Surgical  Section  of  the  Royal 
Society  of  Medicine.  Referring  to  the  general  question  of 
protective  elements  against  cancer,  he  said,  "  it  will  remain 
a  subject  for  future  research  to  discover  what  these  defensive 
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substances  are,  and,  above  all,  where  they  are  manufactured." 
It  seems  to  me  that  our  present  clinical  and  pathological  knowl- 
edge already  enables  us  to  infer  that  the  body's  first  line  of 
defense  is  established  on  the  boundary  of  the  invading  growth. 
From  this  point  of  view  we  understand  cases  like  the  follow- 
ing, which,  I  believe,  have  come  before  the  notice  of  every 
surgeon.  Patients  suffering  from  cancer  of  slow  growth  and 
long  duration  are  advised  to  have  it  removed  instantaneously. 
The  operation  is  successfully  performed  and  the  healing  pro- 
cess is  normal.  Yet  the  patient  returns  within  a  short  time 
suffering  from  a  recurrence,  which  has  grown  rapidly  and 
has  assumed  features  of  an  alarming  nature.  It  appears  to 
me  that  in  such  cases  the  surgeon's  knife  has  done  harm. 
In  removing  the  growth  he  has  destroyed  the  barrier  of 
defense  which  the  body  has  carefully  raised  up  during  the 
long  period  of  the  tumor's  existence.  I  know  full  well  that 
many  of  my  surgical  colleagues  will  disagree  with  me.  And 
yet  I  feel  that  the  time  has  come  for  us  to  consider  whether 
stereotyped  surgical  interference  is  the  only  remedy  of  the 
future  for  malignant  growths.  Should  we  not  rather  begin 
to  individualize,  as  we  do  in  every  other  disease  which  is 
brought  to  us  for  treatment.  But  how  can  we  individualize  if 
we  pay  no  attention  to  the  individual  characters  of  the  case 
we  treat — if,  above  all  things,  we  pay  no  heed  to  the  efforts  of 
the  body  to  ward  oflf  the  threatening  danger?  Can  we  wonder 
that  such  contradictory  views  still  exist  as  to  the  rational  and 
radical  treatment  of  cancer? 

The  second  point,  then,  that  I  present  to  you  as  a  feature 
of  modem  pathological  teaching  is,  that  the  body  is  capable 
of  a  defensive  reaction  against  cancer.  The  great  lesson  to 
be  learned  in  connection  with  this  teaching  is  how  to  en- 
courage such  defense,  and  how  not  to  weaken  it.  It  is, 
unfortunately,  still  a  lesson  of  the  future.  Can  we  state  at 
this  juncture  what  is  the  precise  bearing  of  these  facts  upon 
the  great  question  of  treatment?  The  first  and  most  definite 
impression  it  should  have  on  our  minds  and  our  actions  is 
that  by  some  means  or  other  the  defensive  mechanism  may 
be  stimulated  or  depressed.  We  are  no  longer  given  over  to 
the  apathy  of  despair  in  dealing  with  this  fell  disease. 

While  we  are  not  in  a  position  to  affirm  that  operations  can 
be  superseded,  we  can  most  of  us  confirm  the  authoritative 
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point  already  advanced — viz.,  that  not  only  is  operation  not  uni- 
versally successful,  it  is  sometimes  harmful,  by  sweeping  away 
protective  barriers — therein  being  entirely  analogous  with  septic 
and  tuberculous  conditions. 

It  may  make  this  paper  somewhat  more  practical  if  I  briefly 
state  some  of  the  possible  lines  on  which  the  treatment  of 
cancer  patients  may  be  conducted,  and  some  of  the  agents 
which  may  profitably  be  experimented  with : 

(i)  The  germ-cell  theory  has  brought  with  it  the  treat- 
ment by  the  digestive  ferments.  Without  pretending  to  settle 
the  question  of  its  utility,  I  need  only  state  that  it  has  been 
a  disappointment  to  me.  Though  Dr.  Beard's  directions  were 
followed  carefully,  only  a  very  temporary  improvement  in  the 
patient's  general  condition  ensued.  I  show  the  chart  of  one 
case  we  had  in  the  wards:  each  dose  was  followed  by  high 
fever  and  intense  misery  to  the  patient,  a  placid  and  patient 
woman. 

(2)  The  parasite  theory  has  had,  as  its  corollaries,  the  treat- 
ment both  by  an  anti-toxic  serum  and  a  toxic  "  vaccine."  As 
one  would  expect,  the  latter  has  proved  the  more  fruitful. 
Several  recorded  cures  have  come  to  us  from  Brussels.  One 
case  of  my  own,  referred  to  before  in  this  room,  still  remains 
well,  after  an  avowedly  incomplete  removal  over,  two  years 
ago,  while  taking  almost  constantly,  every  two  or  three  weeks, 
neoformans  vaccine  by  the  mouth.  In  another  case  of  malig- 
nant ovarian  tumor,  removed  nearly  two  years  ago,  with 
much  less  frequent  doses,  the  patient  has  remained  free  from 
recurrence.  These  cases  often  recur  rapidly.  For  relief  from 
pain  and  improvement  in  health  I  have  not  found  any  other 
measure  so  generally  useful. 

(3)  The  fact  elicited  by  the  Cancer  Research  Commission, 
that  immunity  may  be  established  in  mice  by  the  injection  of 
repeated  small  quantities  of  cancer  tissue,  has  its  counterpart 
as  a  method  of  treatment  in  the  various  "nosode"  agents, 
supposed  to  contain  some  cancer  "  virus,"  and  more  accurately 
in  the  actual  cancer  tissue,  ground  down  and  sterilized.  The 
first  named  are  said  to  be  made  from  discharge  from  an 
ulcerating  cancerous  growth,  and  seem  to  me  to  be  of  imcer- 
tain  relation  to  cancer.  The  second  can  be,  in  a  measure, 
standardized;  it  can  be  used  in  tangible  doses  by  the  subcu- 
taneous or  the  oral  route,  in  so-called  "  unit "  doses,  or  at  f  re- 
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quent  intervals ;  or,  again,  it  may  be  eiven  in  either  of  these 
methods  in  high  diluttetu„M.  ^^^h^^r^jtt  number  of  cases  are 
now  under  treatment  in  my  hospital  and  private  practice  by 
infrequent  doses  of  the  7x  to  the  I2x  dilution.  On  these  cases 
it  is  too  early  to  report. 

(4)  Next  we  come  to  specific  drugs,  chosen  either  on  a 
homeopathic  basis  or  empirically.  Of  these,  arsenic  comes 
first,  on  account  of  the  evidence  existing  as  to  its  power  to 
produce  cancer.  Dr.  Burford  has  brought  forward  at  society 
meetings  breast  recurrences,  apparently  cured  by  the  cacodylate 
of  soda,  a  hydrogen  preparation  of  arsenic.  I  have  had  one 
case  of  uterine  cancer,  the  patient  having  hemorrhage,  pain  and 
cachexia,  also  apparently  cured  by  the  same  drug  after  a  partial 
curetting.  Next  I  may  mention  senecio  jacobea,  which  I  am 
using  with  encouragement  on  account  of  evidence  which 
reached  me  of  its  being  known  in  New  Zealand  to  produce 
cancer  in  cattle. 

Dr.  Cooper's  usage  of  lobelia,  and  Dr.  Burnett's  of  bellis, 
condurango  conium,  etc.,  seem  to  be  empirical.  If  further 
experience  with  any  of  these  agents  proves  them  to  be  true 
remedies,  it  will  also  probably  render  their  usage  more  certain, 
by  furnishing  us  with  some  definite  indications. 

(5)  General  drug  treatment  to  raise  the  index  of  resistance 
and  based  on  homeopathic  indications,  subjective  or  objec- 
tive, if  mentioned  last,  is  not  least  in  importance.  It  is  a 
method  perhaps  more  generally  applicable  than  any  other. 

(6)  The  use  of  physical  agents  such  as  the  various  light 
rays  and  radium  emanations  may,  I  hope,  be  touched  upon 
by  others,  as  I  have  no  personal  experience  of  them. 

From  these  meager  references  it  will  be  seen  that  there 
are  many  possible  forms  of  constitutional  treatment,  designed 
to  supplement  operative  measures,  or  to  replace  them  where 
they  are  undesirable  or  impossible.  To  secure  the  greatest 
good  to  the  greatest  number,  we  should  agree  to  record  our 
cases  on  a  common  plan;  to  select  our  method  of  treatment 
for  each  case  on  some  definite  line ;  to  keep  as  far  as  possible 
to  the  same  line  for  any  one  case,  and  certainly  not  to  mix, 
say,  a  toxin  emulsion  with  an  ordinary  homeopathic  or  empir- 
ical drug  without  some  excellent  reason. 

How  urgent  is  the  call  to  us  all  to  join  most  earnestly  in  the 
"  cancer  war,"  as  the  Germans  name  it,  you  do  not  need  me 
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to  tell  you !  The  enthusiasm  with  which  "  the  war  "  is  being 
prosecuted  by  those  having  money,  leisure  and  laboratories  at 
their  command  should  be  emulated  by  us,  who  always  place 
the  importance  of  treatment  first,  and  who  have  fixed  prin- 
ciples on  which  to  base  it.  Almost  every  new  successful 
method  of  treatment  in  the  dominant  school  is  based,  directly 
or  indirectly,  on  the  rule  of  similars.  Let  this  give  us  con- 
fidence to  carry  on  the  struggle  with  renewed  energy  and 
hopefulness. 

I  am  sure  some  united  action  in  this  matter  is  needed,  and 
I  know  no  subject  more  urgent  or  more  worthy  of  our 
unselfish  and  devoted  effort.  With  so  many  methods  of  attack 
open  to  us  we  may  fairly  hope  to  win  some  therapeutic  vic- 
tories, to  bring  credit  to  the  school  of  thought  we  represent, 
and  to  eflfect  some  diminution  of  the  sum  of  human  misery 
induced  by  this  ghastly  scourge.  Success  on  lines  such  as 
these  would  surely  do  more  to  justify  our  existence  as  a 
professional  body  than  many  other  worthy  but  less  tangible 
schemes.  Is  it  impossible  that  while  our  friends  of  the  dom- 
inant school,  with  their  vast  resources,  are  groping  to  discover 
Nature's  etiological  secrets  and  the  essence  of  cancer,  we  may 
unostentatiously  discover  or  search  for  some  rays  of  light 
which  shall  illuminate  the  therapeutic  darkness  still  enveloping 
the  subject? 

I  will  close  by  proposing  that  the  British  Homeopathic  Com- 
mittee signalize  its  1908  meeting  by  taking  steps  to  consider 
the  best  means  of  increasing  our  knowledge  of  the  prevention 
and  cure  of  cancer.  For  this  purpose  I  ask  the  meeting  to 
appoint  a  committee,  consisting  of  two  or  three  seniors  to 
supply  dignity  and  stability,  and  a  number  of  younger  men 
with  energy,  originality,  a  good  knowledge  of  homeopathic 
materia  medica,  and  some  modem  scientific  training.  I  would 
call  it  the  Cancer  Therapeutic  Research  Commission,  with 
power  to  add  to  its  number,  and  make  it  responsible  to  report 
to  this  Congress  next  year. 

"Let  us  work  while  it  is  day,  for  the  night  cometh  when 
no  man  can  work." 
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THE  THERAPY  OF  MENORRHAGIA. 

R.  DEL  MAS,  PH.D.,  M.D. 
Centerville,  Minn. 

The  word  menorrhagia  means  the  pouring  forth  of  the 
menses.  It  is  an  excessive  menstrual  flow.  Its  causes  are 
numerous ;  but,  for  the  sake  of  simplification,  it  might  be  said 
that  they  lie  either  within  or  without  the  reproductive  organs. 
And  one  might  justly  contend  that  there  are  three  sorts  of 
menorrhagiae :  i,  the  virginal;  2,  the  fecund;  and,  3,  the 
climacteric ;  according  to  the  diflferent  stages  in  woman's  life. 
Many  of  the  causes  of  the  disturbance  may  be  found  in  any 
of  the  three  kinds.  True  it  is,  also,  that  the  fruitful  woman 
will  develop  the  disease  from  causes  unknown  to  the  virgin 
and  the  climacteric  female.  But  in  any  and  all  cases  the 
affection  will  arise  from  causes  related  or  foreign  to  the 
uterus  and  its  appendages;  or  we  may  have  both  sets  of 
causes  concurring  to  gain  the  same  end. 

The  mechanical  causes  of  the  trouble  should  be  removed 
by  mechanical  means.  A  lacerated  cervix,  a  torn  perineum 
causing  displacements  cannot  be  successfully  treated  with  a 
potency  or  a  prayer.  And  if  the  modes  of  living  of  the 
patient  be  the  primordial  leaf  of  a  painful  chapter  they 
should  be  corrected.  Excessive  or  unnatural  venery,  criminal 
abortion,  and  intemperance  were  never  related  to  health. 

When  speaking  of  causes  within  the  genital  province,  it 
must  not  be  inferred  from  that  that  the  writer  considers 
menorrhagia  as  being  a  local  disease,  except  where  mechanical 
agencies  alone  cause  it  to  exist. 

The  subinvolution  of  the  parous  uterus,  the  chronic  ovaritis, 
the  fibroids,  the  cancers,  the  general  plethora,  the  impeded  cir- 
culation due  to  heart  disturbances  or  fecal  pressure,  and 
the  displacements  of  the  uterus  and  ovaries  have  but  a  con- 
stitutional origin.  One  might  argue  that  the  specific  ovaritis 
came  from  outside,  were  it  true  that  the  "  specific  "  virus  af- 
fects not  the  whole  organism. 

Homeopathically  speaking,  we  say  that,  outside  of  trauma, 
we  have  no  sick  organs  to  treat,  but  patients  instead;  and, 
if  the  indicated  remedy  cannot  cure,  is  there  anything  left 
that  can?    And,  if  we  do  not  use  the  indicated  remedy,  what 


Digitized  by 


Google 


r 


!        The  Therapy  of  Menorrhagia.  53 

other  means  do  we  have  to  treat  menorrhagia?  Do  not  ask 
me.  Surgery  and  tinkering  are  very  good  things  to  use  in 
order  to  maJce  money  and  show  one's  talent.  This  paper 
purports  not  to  deal  with  schemes  ;  it  simply  intends  to  enter- 
tain with  truths  as  corollaries  to  the  great  therapeutic  truth 
known  as  the  law  of  similia. 

If  it  be  true,  as  it  were,  that  S3miptoms  disappear  in  the 
reverse  order  in  which  they  appear,  and  menorrhagia  be  the 
last  link  of  a  chain  of  doleful  symptoms,  the  indicated  remedy 
will  stop  the  excessive  flow  at  once.  Will  it  need  adjuvants? 
Why  should  it?  Can  the  indicated  remedy  alone  not  cure? 
There  are  about  one  hundred  and  twenty-five  remedies  that 
answer  to  that  condition  known  as  copious  menses.  Shall  we 
try  AcoN.  if  the  patient  calls  for  zinc?  Is  our  mode  of  pre- 
scribing a  guess-work  or  a  mathematical  certainty?  It  lies 
only  in  discrimination.  The  allopath  knows  (?)  that  ergot  is 
very  good  for  menorrhagia,  and  he  tries  it  alone  or  associated 
with  half  a  dozen  more  remedies.  Dr.  So  and  So  succeeded 
once  or  twice  with  a  certain  remedy,  and  the  lambs  of  he 
flock  must  follow  suit;  they  must  try;  but  they  never  can 
understand  why  the  remedy  lauded  did  not  meet  with  an 
equal  success  at  their  hands.  Among  the  homeopathic  line 
we  have  many  lambs,  also,  and  we  know  that  lamb  stands 
for  simplicity,  or  simpleton,  or  something  of  that  sort. 

A  plethoric  patient,  with  great  anxiety,  and  fear  of  death 
(ars.),  vertigo,  on  rising  from  a  recumbent  position  (bry., 
calc,  chin.,  glon.,  lac-d.,  lack,  nat-m,,  phos.,  puis,,  rhus-t)  will 
need  aeon,  especially  if  the  excessive  flow  be  induced  by  ex- 
posure to  cold,  dry  wind,  or  fear  (gels.,  op.)  Aeon,  has  a 
special  fear  before  menses,  which  overtakes  nat-m.  during 
menses.  Aeon,  is  a  superficial  remedy  that  will  not  cure  a  con- 
stitutional trouble,  while  stulph.,  eaetus,  and  maybe  cocc., 
according  to  the  symptoms  of  the  case,  might  do  it. 

Agarieus  has  bearing-down  pains  (puis.,  sep.,  kreos.,  lil-t.f 
murx.y  nat-m.,  podo,  sabin.,  see.) ;  must  wear  a  napkin;  she 
is  nervous,  fidgety,  trembling,  worse  after  coition;  pains, 
crawling  in  the  spine ;  very  chilly  and  awkward ;  drops  things 
(apis).  The  blood  is  dark,  acrid;  creeping,  tingling.  Paints 
alternating  sides  (Ant-c.,  Lae-e.),  and  crosswise;  headache 
relieved  by  stool  [Fluor -ac.  by  urination']. 

Amm-c.  is  scorbutic,  or  scrofulous,  and  weak-hearted,  ex- 
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hausted,  prostrated.  Her  profuse  flow  is  dark,  clotted,  (Krid, 
preceded  by  colic,  and  followed  by  bowel  troubles,  especially 
straining  at  stool  (colic  and  constipation).  Nose-bleed  when 
washing  face  in  the  morning.  At  every  flow,  heart  menaces 
to  fail.  Great  gloominess,  arn.  and  kal-c.;  bleed  also  while 
washing  their  faces.  Wants  rest  and  warmth.  Ambra  grisea 
has  more  of  metrorrhagia  than  of  menorrhagia,  or  rather  she 
anticipates  her  time.  But  from  slight  causes,  mental  or  physi- 
cal, will  she  bleed,  with  that  eternal  soreness  and  itching, 
with  swelling  of  the  labia.  Lying  down  aggravates  uterine 
symptoms  (kreos.).  Cocc.  cannot  remain  standing  without  be- 
ing aggravated,  and  Am-c.  can  neither  stand  nor  ride. 
Amb,  gris.  cannot  have  a  stool  if  any  one  is  near  her  at  the 
time  of  defecation.  Music  is  intolerable;  it  makes  her  so 
nervous;  the  tones  strike  her  in  her  back.  Nat-c.  gets  very 
anxious  while  playing  piano  or  listening  to  music.  Tarent.  is 
very  restless  from  music.  Graph.,  kreos.  and  nux  will  weep 
if  they  hear  music  (nat-m.),  while  the  church  bells,  which 
are  so  mystic  in  their  airs,  overtake  the  poetical,  Ant-cr., 
Amb.  gr.,  like  nux-m.,  lach.,  and  puis.,  has  a  dry  mouth  and 
she  itches  all  over.  Full  of  melancholy.  Numbness  due  to 
feeble  circulation  (the  senile)  ;  one-sided  perspiration  (puis.). 
Agar,  competes  with  her  in  her  circulation  disturbances  (itch- 
ing, tingling).  Her  all-gone  feeling  in  her  stomach  after 
a  stool  speaks  of  her  spine.  Embarrassment  in  company;  con- 
fusion of  mind.  Nat-m.  cannot  urinate  in  the  presence  of 
other  persons.  Amb-gr.  looks  prematurely  old,  and  is  very 
inquisitive,  jumping  from  one  subject  to  another  (Lach.). 
Dwells  at  night,  like  nat-m.,  upon  disagreeable  occurrences, 
and  in  spite  of  her.  Nat-m.  likes  to  dwell  on  them.  Amb. 
gris.  is  aggravated  by  warm  drinks  and  in  warm  room,  not 
agar. 

Belladonna  comes  in  with  her  hot,  bright  rtd  blood,  sen- 
sitiveness. Pains  (clutching)  in  the  ovaries  and  uterus,  c(Kn- 
ing  on  suddenly  and  ceasing  suddenly.  Must  sit  up;  cannot 
lie  down;  stretching  of  abdominal  muscles  aggravates.  Worse 
from  touch,  motion,  jar,  excitement,  talking,  slamming  of  a 
door.  Excessive  flow  with  spasms  and  great  sensitiveness  be- 
longs to  bell,  alone.  Bright-red  blood  with  clots  (sabin.). 
Sub-involution  of  uterus  with  the  classical  sensitiveness.  Right 
ovary  painful.    Bearing  down  sensation  in  a  spasmodic  way. 
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Bryonia  has  a  dark-red  discharge,  with  lacerating  pains  in 
limbs.  Wants  to  remain  quiet  and  still.  Motion  aggravates 
her  (belL).  She  cannot  sit  without  feeling  faint  and  nauseated. 
Stools  hard  and  dry,  as  if  burnt.  Very  irritable,  mean,  angry. 
(Cham.,  nux,,  rkeos,  sep,,  staph.)  Cannot  stand  heat.  Will 
press  on  her  painful  hypogastrium.  Desires  things  immedi- 
ately which  are  not  to  be  had,  or  which,  when  offered,  are 
refused. 

Regarding  the  bovista  woman,  it  might  be  said  that  her 
menses  are  too  early  or  too  profuse,  flow  only  at  night  (am-c, 
am-^m.,  coca.,  mag-c,  zinc.) ;  diarrhea  before  and  during 
menses  {am-c.) ;  painful  bearing-down  (JU.  t.,  murex.,  sep.) 
Leucorrhea  profuse,  acrid,  yellowish-green,  very  tough,  stringy, 
tenacious,  ropy  (kal-bi.)  follows  upon  menses.  Awkward  like 
c^is  and  agar.  Must  scratch  her  coccyx  till  it  bleeds.  Great 
weakness  of  limbs.  Blunt  instruments  leave  deep  impressions 
on  parts  they  press  upon.  Calcarea  is  the  chronic  remedy 
of  bell.  Cold,  sweaty  feet;  hot  head,  splitting  headache. 
Menses  too  soon,  lasting  too  long,  and  profuse  in  a  leucophleg- 
matic,  blond,  pale,  weak,  timid,  obese  woman,  easily  tired 
when  walking;  sweating  easily  and  profusely,  and  taking  cold 
readily  in  consequence.  Very  chilly,  very  slow.  Great  long- 
ing for  eggs.  Prdfuse  menstruation  during  lactation.  Milky 
leucorrhea.  Watery  milk  in  nursing  woman.  Child  does  not 
thrive,  and  still  milk  is  profuse.  Dyspnea  ascending  stairs. 
[Stann.  is  weak  on  descending  stairs.]  Head  sweats 
profusely  while  sleeping.  Sweats  partial  or  localized. 
Sour,  acrid  szveat  {hep.,  rheum.).  Sulph.  sweat  smells 
like  the  black's  skin.  The  axillae  of  bovista  smell  like 
onions;  loch,  and  lye.  also.  Vertigo  when  stooping,  worse  on 
rising  or  going  upstairs.  The  curvature  of  bones,  open 
fontanelles,  large  head  and  abdomen,  delayed  and  painful  teeth- 
ing, and  the  coldness,  sweating  and  flabbiness  in  the  growing 
child  show  a  defective  assimilation,  hence  the  heart  is  weak, 
the  circulation  sluggish,  the  blood  vessels  relaxed,  and  once 
the  latter  open  (and  they  open  readily)  they  seem  to  never 
close.  The  uterus  of  the  parous  calc.  will  forcibly  become  sub- 
involuted,  and  the  drain  upon  the  blood  will  starve  or  cause 
the  ovaries  to  cry.     (Chin.,  kali-c,  phos-ac.) 

Caulophyllum  has  a /passive  flow,  dark,  liquid,  with  a  sense 
of  internal  trembling,  hysterical  manifestations,  rheumatism  of 
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the  small  joints  (flying  pains,  stiffness,  restlessness). 
Dysmenorrhea  with  pains  flying  in  all  directions.  Prolapsus 
of  uterus.  Retroversion  of  uterus,  with  painful  menstruation, 
profuse  leucorrhea,  hysteria,  debility,  and  dark  blood.  Sub- 
involution of  uterus  with  general  debility  and  loss  of  power 
in  lower  extremities.  Softness  of  uterus.  Moth  spots  on 
forehead  with  leucorrhea     (Sep,) 

Ccmtharides  has  a  profuse  black  flow,  aggravated  by  false 
step ;  ovaries  extremely  sensitive,  and  breasts  very  sore  during 
catamenia,  associated  with  a  constant  desire  to  pass  a  burning 
drop  of  urine.  She  is  anxious,  restless,  furious,  insolent.  Sex- 
ual erythism.  Burning  pains  (ars,).  Drinking  aggravates  her 
bladder  symptoms. 

Causticum  is  weak,  trembling,  exhausted,  sad,  hopeless,  tear- 
ful (puis.,  sep,,  nat-m.)  The  flow  is  offensive,  clotted,  causes 
itching,  and  stops  at  night.  Biting,  as  from  salt,  of  the  pudenda 
after  micturition.  Patient  wants  damp  weather;  dry  weather 
makes  her  feel  miserable  (aeon,,  asar.,  hep.,  nux.,  spong.). 
We  have  other  remedies  also,  whose  menstrual  flow  is  apparent 
in  daytime  only,  such  as  ham.,  and,  more  so,  puis.  As  to 
coff.  and  cycL,  they  have  not  yet  made  up  their  minds  as  to 
whether  their  bloody  contribution  will  or  not  be  greater  during 
the  day  than  during  the  night.  They  are  so  fickle  in  that 
respect. 

Our  chamomilla  friend  (the  mental  parent  of  ant-cr.,  aur., 
bry.,  kaUiod.,  kreos.,  lil-t.,  nux.,  sep.,  staph.,  and  others)  notices 
— others  do  also — that  her  irritability  increases  before  and  dur- 
ing menses  (before,  caust.,  lye,  nat-m.,  nux.,  sep.,  zinc;  during, 
nux.,  sulph.;  after,  ferr.  and  nat-m.).  Profuse  discharge  of 
dark  and  clotted  blood,  flowing  at  intervals.  Violent  labor- 
like pains  in  uterus,  and  tearing  pains  in  veins  of  the  legs. 
Very  irritable,  impatient,  uncivil,  touchy,  peevish,  sensitive  to 
pains  and  surroundings,  spiteful,  snappish,  short  and  sharp  in 
talking.  Cannot  stand  contradiction  or  disturbance.  With 
abdominal  pains  emission  of  large  quantities  of  colorless  urine. 
Everything  seems  to  go  slowly.  Back  feels  broken  with 
dragging  from  the  liver  region  over  the  abdomen  and  deep 
into  the  pelvis,  when  lying  down.     Grows  mad  from  pains. 

Cimicifuga  or  actea  racemosa  is  a  hysterio-rheumatic  patient, 
as  fickle  as  puis,  in  her  change  of  symptoms.  Very  chilly:  (ex- 
cept in  her  head) ;  very  gloomy;  very  much  aggravated  by 
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damp,  cold  weather  (rhus,)  ;  soreness  and  restlessness,  with 
nervousness.  Mental  symptoms  alternate  with  bodily  symp- 
toms, rheumatic  with  choreic  symptoms.  Severe  pain  all. 
through  the  How;  the  more  the  How  the  greater  the  pain. 
Severe  pain  in  the  back,  extending  down  the  thighs  (bry.).. 
Pain  in  the  eyeballs,  with  a  bruise  pain  in  the  back  of  the  neck ; 
better  in  the  open  air  and  from  cold,  worse  from  motion,  and 
caused  by  exposure  to  cold,  damp  weather.  Is  there  any 
microbe  to  account  for  that  peculiar  headache  of  cinUcifuga? 

Cocculus  has  also  too  soon  and  profuse  menses  (am-c, 
bry.,  calC'C,  cim.,  iod.,  kreos,,  nux-m.,  nux,  phos.)  in  women 
prostrated  from  grief  and  from  anxiety,  and  from  prolonged 
loss  of  sleep.  Cramping,  clutching  (bell,)  in  the  uterus. 
Heart  weak.  Paralytic  weakness.  Numbness  (localized), 
tottering,  stiffness,  sleeplessness.  Colicky  pains  in  bowels; 
paralysis  of  rectum.  Tremulousness ;  incoordination.  Slow 
action  in  mind  and  body.  Awkwardness  {agar,,  apis).  As 
much  aggravated  from  noise,  motion,  and  jar,  as  bell,  A  feel- 
ing of  seasickness.  Sick  headache  from  riding,  (sep,  Petr. 
San,)  Sil.  is  sick  in  her  head  after  a  ride;  nit-ac,  headache 
gets  better  while  riding.  Though  or  smell  of  food  nauseates 
(colch  Sep.). 

Coffea,  the  oversensitive,  overactive,  hasty,  acute,  vigorous, 
emotional,  imaginative,  and  chilly  (except  her  toothache). 
Coffea  will  have  a  profuse,  dark,  clotted  (plat.)  flow.  Her  gen- 
itals are  extremely  sensitive  (plat.).  Pains  unbearable  (cham,, 
nux.).  Sensitive  to  every  step  and  jar  on  the  floor  (bell,,  nux,). 
Sleeplessness  from  pain  and  excitement.  Hep.,  nux-m.  and 
valer.  faint  from  pains. 

The  cactus  woman  cries  out  from  pains  during  a  flow,  which 
is  hardly  ever  profuse,  and  ceases  when  lying  down  (bor., 
caust.,  puis.).  Her  pains  are  constricting.  She  fears  death, 
(aeon.,  ars,).  She  really  looks  like  the  chronic  sanguineous 
aconite  in  persons  of  plethoric  habit.  Cham,  cries  out  from 
pains  also.  A  peculiar  symptom  of  cactus  which  Kent  gives 
in  his  Repertory,  page  463  (ist  Ed.),  and  which  I  found 
in  a  woman,  is  that  of  being  obliged  to  drink  in  order  to  swal- 
low every  mouthful  of  food  (bell,).  There  we  see  the 
"clutching"  tendency  of  both  remedies.  In  fact,  bell,  is 
plethoric  also.  The  "  squeezing "  pain  is  felt  through  the 
nerves,  of  course;  but  its  primary  cause  lies  in  the  great 
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sympathetic  acting  upon  the  vaso-motor  center.  This  "  irreg- 
ular" wave  in  the  blood-supply  tends  naturally  to  produce 
changes  in  the  organs — heart,  uterus — affected  by  it  Hence 
the  subinvolution  of  hell,  may,  be  met  in  cact.;  and  that  of 
aeon.  also.  Said  condition  of  the  fibers  of  the  uterus  is  just 
as  frequently  found  in  the  virgin  as  in  the  parous  woman. 

The  carbo  animalis  patient  suffers  from  chronic  metritis, 
with  induration  of  the  cervix  uteri.  Discharge,  at  first  slight, 
keeps  increasing;  it  is  dark  and  accompanied  by  pains  in  the 
sacrum,  groins,  labia  and  thighs.  Burning  pains  in  genitals, 
pressing  pains  in  other  parts.  Prostrated  entirely  during  the 
flow  (agar.,  aloe.,  am-c.,  ars.,  caust.  graph.,  helon.  iod.,  kal-c., 
lach.,  lil-t.,  mag-c,  murx.,  nice,  nit-ac.,  nux.,  petr.,  phos.,  sa- 
tin ,  sec,  Sep.,  sulph.)  ;  nit-ac.  can  hardly  brathe,  must  lie  down ; 
iod.  feels  her  weakness  when  going  up  stairs ;  nu.v  after  stool ; 
and  stann.  with  carb.  an.  can  hardly  talk ;  ipecac  faints.  The 
menses  of  carbo.  an.  flow  only  in  the  morning  {bov.,  sep.). 
The  natural  follower  of  this  remedy  is  ccUc-ph.,  which  finishes 
up  the  work.  The  offensiveness  of  the  leucorrhea  of  calc. 
phos.  is  classical;  and  that  of  carb-an.  competes  with  it;  (hep. 
smells  like  old  cheese;  sanic.  like  fishbrine;  kreos.  like  green 
com).  Carb-an  is  a  venous  remedy  with  a  tendency  to  break- 
ing down;  ulcers,  cancers,  that  burn  like  live  coals.  Slough- 
ing like  hep.,  mere,  and  sulph.  Menses  black  and  horribly 
offensive.  The  yellow  saddle  of  sep.  over  the  bridge  of  the 
nose.  Great  feeling  of  stomach  emptiness.  Horrible  dreams 
and  hot  flushes.  Waxy,  chilly,  feeble;  ulcers,  indurations, 
burning  of  uterus  extending  down  the  thighs;  offensk/eness, 
hot  flushes,  pulsations,  varicose  veins,  purplish  spots,  bad 
dreams,  copious  leucorrhea,  copious  menses,  lack  of  repair, 
lack  of  reaction;  that  is  Mrs.  Carbo  animalis  in  toto. 

Carbo  vegetabilis,  her  first  cousin,  we  are  told,  complains  of 
burning,  also.  Her  flow  is  dark.  No  red  blood  like  aeon.,  bell., 
ipec,  dulc,  hyosc,  mill.,  phos.,  sabin.,  and  sec.  Her  skin 
is  dusky,  capillarious.  The  woman  is  sluggish,  stupid,  inactive. 
The  cerebral  centers  are  dormant  from  venous  congestion.  She 
is  indifferent  to  things  and  persons  surrounding  her  (cocc, 
sep.,  phos; — calc.  is  indifferent  to  her  recovery).  Blood  rushes. 
Fear  in  the  dark.  (Stram.).  Slow  to  learn;  and  slow  to  realize; 
slow  to  comprehend  things ;  slow  to  make  up  her  mind.  Slow- 
ness of  mind  and  body  due  to  the  turgescence  of  the  veins. 
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She  is  chilly  and  wants  air  blowing  on  her  face  Pallid,  cold; 
pinched  and  drawn  in  about  lips  and  nose.  Dyspnea.  Desires 
for  trash  food.  As  flatulent  as  chin,,  arg-nit.,  and  lye. ;  craving 
sweets  like  arg-nit.  The  menstrual  period  oozes  from  one 
period  almost  to  another.  No  gushes  of  blood  like  ham.,  and 
active  remedies.  Subinvolution  from  mere  atony.  Carb-veg. 
is  much  troubled  with  nasal  catarrh,  laryngitis  (caust.,  phos., 
ar-tr.,  arg-met.,  alum.,  rhus.),  which  is  chronic.  She  wakes 
from  sleep  coughing  {letch.).  Venous  engorgement;  hot 
flushes,  followed  by  cold  sweat,  with  a  desire  for  fanning; 
tumultuous  palpitation;  burning;  pulsation;  cold  extremities; 
dyspnea ;  weakness ;  feeble  pulse ;  varicose  ulcers  above  ankles ; 
aversion  to  mental  and  physical  work;  occipital  pounding; 
awful  dreams;  sluggishness  everywhere,  and  oozing  of  dark 
blood;  that  is  about  all  we  know  of  carb-veg.  The  menses  of 
cousin  carb-an.  are  too  early,  too  long  and  too  copious,  and 
associated  with  exhaustion  and  weakness  from  the  start. 
There  is  no  oozing,  no  desire  to  be  fanned. 

From  what  precedes,  the  reader  will  see  that  the  prescription 
should  not  be  based  on  the  pathological  condition  alone.  The 
remedy  given  must  cover  the  totality  of  the  symptoms  of  the 
patient,  always  remembering  that,  if  the  indicated  remedy  can- 
not cure,  we  have  a  right  to  ask  us:  "  What  else  can? " 

(To  be  continued.) 
<:>  -Qs^ 

THE   PUERPERAL   PERINEUM;   ITS   PROTECTION 
AND  REPAIR.* 

BY  MAURICE  I.   ROSENTHAL^   M.D. 

In  my  surgical  practice,  as  a  rule,  at  least  for  a  number  of 
years,  most  of  the  perineorrhaphies  which  I  have  been  doing 
were  preceded  by  an  attempt  at  primary  suture.  There  are 
local  conditions  just  post  partum  which  are  inimical  to  pri- 
mary union  by  suture;  to  these  we  will  later  refer.  While 
resident  at  the  Gebehr  Anstalt  in  Prague  I  had  ample  oppor- 
tunity to  give  this  subject  especial  study,  make  some  observa- 
tions and  arrive  at  some  conclusions  which  I  think  in  the  main 
are  correct  and  are  borne  out  by  experience  in  private  practice. 

Conditions  inimical  to  wound  repair  must  be  considered. 
In  the  early  months  of  pregnancy  the  vaginal  mucosa  (and 
*  Indiana  State  Medical  Society. 
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submucosa)  is  in  a  state  of  vascular  stasis,  assumes  a  bluish 
color  and  is  hypertrophic  and  thickened  so  that  it  has  a  pecu- 
liar soft  velvety  feel — in  fact,  it  is  in  a  state  which  we  might 
term  a  physiological  edema.  In  the  course  of  delivery  this 
mucosa  as  well  as  the  underlying  tissues  is  subjected  to  con- 
tusion, not  by  sudden  impact,  but  by  prolonged  pressure,  and 
finally  these  tissues  give  way,  leaving  a  ragged,  torn  wound 
through  the  mucosa,  muscles,  and  fascia,  through  any  on^  of 
these  tissues,  or  through  all  of  them,  depending  upon  the  ex- 
tent and  depth  of  the  tear.  This  is  followed  during  the  next 
few  days  by  necrosis  and  sloughing  and  by  marked  swelling 
and  edema.  The  edema  finally  subsides  and,  as  a  rule,  at  least 
the  edges  of  the  wound  undergo  necrobiosis.  The  deeper 
structures  are  somewhat  protected  by  the  soft  and  thickened 
mucosa,  and  the  reaction  in  the  muscle  and  fascia  is  conse- 
quently much  less,  although  there  is  always  discharge  of  fluid 
mixed  with  thrown-off  cells  from  these  deeper  structures. 

At  the  Gebehr  Anstalt,  after  delivery,  in  some  cases  imme- 
diately, and  others  the  next  day,  the  patients  were  placed  upon 
the  operating  table,  sloughing  or  excessively  traumatized  parts 
pared  away  under  most  favorable  circumstances,  and  prac- 
tically every  rent  in  mucosa  and  muscle  carefully  sutured ;  yet 
I  had  to  admit  that  results  on  subsequent  examination  were 
not  what  might  be  expected.  I  could  not  help  but  notice  that 
the  maximum  edema  was  in  the  mucosa  and  that  as  a  result,  if 
the  stitches  were  made  reasonably  tight,  in  a  few  days  the 
swelling  would  cause  them  to  cut  through  so  that  the  wound 
would  gap  with  the  stitches  hanging  loose,  or  if  the  stitches 
were  placed  loosely  the  disappearing  edema  would  leave  them 
so  loose  as  to  render  them  practically  useless.  In  that  the 
same  condition  presented,  regardless  of  the  suture  material 
(catgut,  silk,  or  silkworm  gut),  the  natural  conclusion  was 
that  the  fault  lay  in  the  placing  of  the  suture.  For  some  time 
I  obtained  better  results  from  a  single  purse-string  suture 
introduced  through  the  skin  at  the  vulvar  margin,  passing 
under  the  vaginal  mucosa  along  the  border  of  the  rent  and 
tied,  allowing  some  drainage  below  and  locking  out  the  dis- 
charge above.  While  the  results  are  better,  yet  the  pelvic 
fascia  and  muscles  were  not  brought  into  their  proper  surgical 
apposition. 

The  following  method  of  primary  repair  is  rational  and  sur- 
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gical  and  overcomes  the  objections  of  the  ordinary  through- 
and-through  method  as  before  mentioned.  All  the  sutures  are 
introduced  in  the  vagina  and  of  catgut  (ten  day).  The  needle 
is  entered  through  the  muscle  and  fascia,  avoiding  the  mucosa, 
care  being  taken  that  the  needle  enters  deep  laterally  and  picks 
up  a  good  hold  in  the  muscle.  The  more  muscle  included  in 
the  stitch  the  less  the  tendency  to  strangulation  when  the  same 
is  tied.  The  stitches  may  be  introduced,  interrupted  or  con- 
tinuous^ beginning  above,  and  the  last  one  knotted  in  the 
vagina,  including  the  sphincter  vaginae,  but  not  transfixing 
cither  the  mucosa  or  skin.  If  the  levator  and  sphincter  are 
broadly  coapted  with  deep  sutures,  these  elastic  and  stretched 
muscles  will  dilate  without  damage  to  the  sutures.  The 
stitches  should  be  introduced  before  the  placenta  is  delivered. 
The  structures  under  the  mucosa  are  very  readily  picked  up 
so  that  these  stitches  in  the  vaginal  canal,  placed  from  above 
downward,  re-establish  the  continuity  of  the  divided  structures, 
which  is  all  that  need  be  accomplished  by  any  operation  for 
lacerated  perineum.  The  introduction  of  the  stitches  in  this 
manner  has  the  additional  advantage  of  not  being  painful. 
The  mental  anguish  which  surgical  interference  always  pro- 
duces when  the  woman  thinks  everything  is  or  should  be  hap- 
pily over  with  is  avoided  when  our  manipulations  are  at  an 
end  with  the  delivery  of  the  placenta.  The  placenta  acts  as 
a  great  sponge  passing  over  the  sutured  area,  and,  if  the 
sutures  are  properly  placed,  in  no  way  interferes  with  their 
efficiency. 

In  lacerations  of  the  third  degree  much  the  same  condi- 
tion that  is  found  in  the  vaginal  mucosa  is  found  in  the  rectal 
mucosa,  where  previous  congestion  with  hemorrhoids  and 
dilated  vessels  have  preceded  a  division  of  the  mucosa  by 
divulsion.  In  these  lacerations  the  first  stitch,  a  purse-string, 
entering  at  the  anal  border,  following  parallel  to  the  rent  in 
the  submucosa  of  the  rectum  and  anus,  is  placed  and  tied,  thus 
locking  off  the  rectum.  A  second  buried  stitch  (catgut)  is 
placed  above  this,  including  muscle  as  an  additional  support 
to  the  first  .stitch.  Now  a  buried  gut  suture  unites  the  sphinc^ 
ter,  and  the  skin  is  sutured  over  these  two  stitches.  The  lacer- 
ation is  now  reduced  to  a  tear  of  the  second  degree  and  re- 
paired as  above  described  in  one  or  two  layers  of  stitches. 

Now  as  to  the  protection  of  perineum  against  laceration. 
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.Laceration  may  be  due  to  some  defect,  anatomical  or  histolog- 
ical, in  the  perineal  structures  themselves;  may  be  caused  by 
excessive  size  of  the  presenting  part;  may  be  caused  by  pre- 
cipitate passage  of  the  fetal  parts  through  the  outlet  not  giv- 
ing time  for  the  gradual  stretching  and  distention,  or  may 
be  caused  by  too  early  extension  of  the  head,  so  that  the  head 
presents  a  longer  diameter  while  making  extension,  instead  of 
the  lesser  diameters  as  occurs  when  the  occiput  has  passed  well 
under  the  pubic  arch.  Lacerations  frequently  occur  just  as 
the  chin  is  passing  over  the  fourchette,  or  perineal  raphe,  since 
it  presents  its  most  angular  contour  at  the  most  vulnerable 
part  of  the  perineal  body.  The  shoulders  may  also  cause  ma- 
terial lacerations,  especially  if  they  extend  with  their  most 
angular  surface  over  the  perineum  in  the  median  line.  Fre- 
quent examinations,  especially  with  the  ungloved  hand,  and  in- 
sufficiently lubricated,  as  well  as  douches  which  wash  away 
the  natural  lubricants,  may  also  be  predisposing  factors. 

Support  of  the  perineum  by  external  pressure,  as  usually 
advised,  can  certainly  do  no  good,  except  by  way  of  retard- 
ing a  rapidly  advancing  head.  Additional  pressure  externally 
can  only  add  to  the  contusion  of  the  parts.  Toward  the  ter- 
mination of  the  second  stage  of  labor  the  expulsive  pains  be- 
come more  continuous  and  meeting  with  a  lesser  resistance 
than  when  the  presenting  part  is  passing  through  the  bony 
structure  higher  up,  they  become  more  efficient,  hence  the 
head  does  not  advance  and  recede  as  it  does  higher  up,  but  has 
a  tendency  to  rapidly  advance  through  the  parts.  In  the  upper 
maternal  diameters,  before  the  head  engages  under  the  pubic 
arch,  the  head  advances  with  the  pain  and  recedes  in  the 
interim,  allowing  a  restoration  of  circulation,  a  stretching 
gradual  and  repeated  with  the  least  increase  of  vulnerability 
of  the  parts.  To  secure  this  advantage  for  the  perineum, 
control  of  the  patient  must  be  had  at  this  critical  time,  and 
usually^  this  can  be  secured,  assisted  with  mixed  anesthesia 
(morphin-atropin-ether).  By  explaining  the  danger  to  the 
parts  the  patient  can  be  urged  not  to  bear  down  during  the 
pains,  and  when  the  head  is  about  to  be  born  it  can  be  delib- 
erately brought  through  between  uterine  contractions  by 
voluntary  effort  on  the  part  of  the  mother.  As  the  head 
reaches  the  perineum  the  gradual  distention  may  be  antici- 
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pated  and  assisted  by  the  introduction  of  two  or  three  gloved 
fingers  well  lubricated,  the  parts  gradually  and  forcibly  dis- 
tended during  the  pain.  The  head  should  be  retarded  and 
precipitate  delivery  over  the  perineum  prevented  by  manual 
pressure  upon  the  presenting  head,  not  upon  the  perineum. 
Too  early  extension  should  also  be  carefully  prevented.  This 
is  probably  one  of  the  most  important  steps  in  preserving  the 
perineum.  The  head  should  be  kept  in  flexion  manually  until 
the  occiput  is  well  passed  under  the  pubic  arch,  thus  present- 
ing lesser  diameters  to  the  outlet  when  extension  takes  place. 
When  extension  begins,  lateral  rotation  of  the  head  can  be 
secured  so  that  the  chin  in  delivery  is  made  to  extend  later- 
ally rather  than  over  the  median  line.  Very  frequently,  if 
this  is  not  done,  all  having  gone  well  up  to  this  time,  the  im- 
pinging angular  part  starts  a  tear  in  the  fourchette  which  rap- 
idly extends  into  the  deeper  structures.  The  shoulders,  as 
before  stated,  should  also  be  carried  over  the  perineum 
obliquely  by  two  fingers  inserted  under  the  presenting  shoul- 
der and  carrying  it  laterally  so  that  its  most  angular  parts 
shall  not  engage  the  most  vulnerable  part  of  the  perineum. 

The  second  stage  completed,  careful  inspection  should  be 
made  and  all  lacerations  repaired  as  above  mentioned.  Ex- 
tensive rents  in  the  mucosa  should  be  closed  by  a  submucous 
stitch  placed  like  ordinary  subcuticular  stitch.  Rubber  gloves 
should  always  be  worn  in  obstetrical  operations.  They  are  a 
protection  to  the  mother  and  in  many  instances  are  also  a 
protection  to  the  obstetrician. 

K^  -^^ 

HYSTERECTOMY  PERFORMED  UPON  A  PATIENT 
WITH  GLYCOSURIA. 

BY    JOHN    D.    MALCOLM,    M.D. 

Whether  a  patient  with  persistent  glycosuria  should  be  sub- 
jected to  an  operation  that  is  not  immediately  necessary  to 
save  life  is  a  question  open  to  .debate,  and,  therefore,  the 
following  notes  seem  sufficiently  interesting  for  publication. 

A  married  woman,  aged  forty-two,  and  the  mother  of  three 
children,  the  youngest  aged  fourteen,  was  admitted  to  the  hos- 
pital in  April.  She  had  an  abdominal  tumor,  concerning  which 
she  consulted  Dr.  Beattie,  who  investigated  the  case  and  at 
once  sent  the  patient  to  the  hospital. 
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She  had  known  of  the  tumor,  and  been  treated  for  it  six 
years.  It  steadily  enlarged  and  during  the  last  three  years 
the  menstrual  flow  was  increasingly  free.  The  patient  was 
emaciated  and  anemic,  and  her  weight  had  fallen  nearly  a 
stone  and  a  half.  In  the  summer  of  1906  she  suffered  from 
diarrhea,  which  ceased  after  a  week  in  the  country.  Shortly 
before  admission  to  hospital  she  had  a  "  cold,"  with  cough  and 
slight  expectoration,  but  she  had  not  been  subject  to  such 
attacks. 

There  were  many  fibromyomata  in  the  wall  of  the  uterus. 
Most  of  them  were  small,  but  in  two  the  diameter  was  about 
four  inches,  whilst  a  third  was  nearly  as  big.  The  mass  rose 
as  high  as  the  umbilicus,  the  bulk  of  it  was  above  the  pelvic 
brim  and  with  the  uterus  it  was  very  freely  movable  in  the 
pelvis  and  abdomen. 

The  quantity  of  urine  excreted  in  twenty- four  hours  was  be- 
tween 40  and  50  oz.,  and  its  specific  gravity  was  1038  to  1044. 
On  April  21st  41  oz.  were  passed,  containing  34.5  grains  of 
sugar  to  the  ounce.  The  skin  was  moist,  and  there  was 
no  increase  of  appetite  or  unusual  thirst.  Under  a  modified 
diet  the  amount  of  sugar  diminished,  the  lowest  quantity 
before  the  operation  being  found  on  May  ist,  when  40  oz. 
of  urine  were  passed  containing  26.2  grains  of  sugar  to  the 
ounce.    In  other  respects  the  patient's  health  was  good. 

If  there  had  been  no  glycosuria,  the  case  was  one  in  which 
the  uterus  and  tumors  should  be  removed  without  hesitation, 
because  the  patient's  health  was  seriously  deteriorated  by  the 
repeated  and  profuse  losses  of  blood,  which  there  was  no 
prospect  of  arresting,  and  because  surgical  treatment  when 
the  uterus  is  freely  movable  is  almost  without  danger.  At  the 
time  of  writing  there  has  been  only  one  death  in  my  last  61 
cases  of  hysterectomy  for  fibromyoma,  and  I  have  never  lost  a 
patient  from  this  operation  when  the  conditions  were  at  all 
near  being  so  favorable  as  in  the  case  under  consideration. 

Obviously,  it  was  important  to  know  whether  the  causes 
of  the  condition  of  the  urine  would  have  an  ill-effect  upon 
surgical  treatment.  In  the  opinion  of  some,  and  I  think  these 
constitute  the  majority,  a  persistent  glycosuria  is  a  very  danger- 
ous complication  of  any  major  operation.  Others  attach  less 
importance  to  it,  and  we  know  that  an  operation  for  diabetic 
gangrene  is  not  necessarily  fatal.    Moreover,  in  cases  of  ob- 
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struction  of  the  pancreatic  duct  by  gall  stones  or  by  inflamma- 
tion of  the  ducts  associated  with  glycosuria,  the  latter  has  been 
cured  by  removal  of  the  stones  and  drainage  of  the  gall  blad- 
der, which  allowed  pathological  changes  in  the  pancreas  to 
subside. 

The  c^inion  I  have  formed  is  that,  if  the  conditions  are 
otherwise  suitable  for  surgical  treatment,  a  patient  should 
not  be  denied  its  advantages  because  of  the  presence  of  sugar 
in  the  urine.  I  understand,  however,  that  cases  of  this  kind 
have  been  known  to  collapse  suddenly  during  or  soon  after 
an  operation,  and  it  seems  to  me  that  septic  infection  may  be 
unusually  difficult  to  eliminate  in  a  glycosuric  patient  and  may 
prove  rapidly  fatal  before  characteristic  symptoms  of  microbic 
action  have  time  to  develop.  In  deciding  whether  to  operate 
or  not,  it  must  be  taken  into  account  that  the  causes  of  the 
glycosuria  may  lead  to  a  fatal  issue  within  a  few  years  in 
young  and  middle-aged  people. 

The  uncertainties  of  the  position  were  explained  as  fully 
as  possible  to  the  patient,  who  is  an  intelligent  woman,  and 
she  expressed  a  strong  desire  to  have  the  tumor  removed. 
As  I  thought  her  decision  justified  by  the  circumstances,  I  per- 
formed panhysterectomy  on  May  3,  1907. 

OPERATION    AND    AFTER-HISTORY. 

A  mixture  of  one  part  of  chloroform  with  two  parts  of  ether 
was  selected  as  the  anesthetic,  and  the  operation  was  delayed 
twice  by  respiratory  difiiculties,  which  were  alarming  in  view 
of  the  reputed  danger  of  anesthetics  in  the  cases  under  consid- 
eration, but  on  both  occasions  artificial  respiration  with  traction 
upon  the  tongue  quickly  restored  the  patient  to  a  condition  of 
safety. 

In  all  other  respects  the  operation  and  convalescence  were 
uncomplicated  from  a  surgical  point  of  view,  the  highest  tem- 
perature being  99.8"  F.,  and  the  highest  pulse-rate  being  100  to 
the  minute.  Strength  with  an  appearance  of  perfect  health 
was  quickly  regained,  and  the  patient's  weight  rose  3  pounds 
during  the  first  four  weeks  after  she  left  the  hospital.  In 
December  her  weight  increased,  the  bowels  acted  well,  there 
had  been  little  pain  of  any  kind,  flushings  were  hardly  noticed, 
and  there  was  complete  freedom  from  headaches,  which  had 
caused  much  suffering  before  the  operation. 
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Immediately  after  the  tumors  were  removed,  the  patient  was 
placed  on  a  diet  consisting  chiefly  of  beef-tea  and  broths,  aqd 
the  quantity  of  sugar  in  the  urine  rapidly  diminished  until 
on  the  fourth  day  there  was  only  a  trace,  but  it  did  not  dis- 
appear. When  the  patient  showed  every  sign  of  doing  well,  a 
mixed  diet  was  given  and  the  amount  of  sugar  excreted  varied 
with  the  kind  of  food.  After  a  time  a  fairly  strict  diabetic  diet  was 
arranged,  and  in  the  last  twenty-four  hours  of  the  patient's 
stay  in  hospital  she  passed  44  oz.  of  urine,  which  had  a 
specific  gravity  of  1013,  and  contained  only  1.8  grains  of  sugar 
to  the  ounce.  At  a  seaside  convalescent  home  she  was  put 
on  ordinary  diet,  or  nearly  so,  and  afterward  at  her  own  house 
she  seldom  passed  less  than  3  pints  of  urine  in  twenty-four 
hours.  On  July  2d  this  quantity  contained  24  grains  of  sugar 
to  the  ounce.  Under  Dr.  Beattie's  care  and  under  restricted 
diet,  the  amount  went  down  to  2  grains  to  the  ounce.  In 
October  the  eating  of  one  pear  seemed  to  have  a  permanent 
unfavorable  effect  on  the  glycosuria.  De  Beattie  informs  me 
that  in  January  an  attack  of  bronchitis  almost  proved  fatal 
from  cardiac  weakness.  The  diet  regulations  were  relaxed, 
and  the  patient  recovered.  When  convalescent,  on  January 
24th,  she  passed  70  oz.  of  urine  with  a  specific  gravity  of  1036 
and  containing  30  grains  of  sugar  to  the  ounce.  On  February 
15th,  the  patient  being  again  on  restricted  diet,  60  oz.  of  urine 
were  passed,  containing  26  grains  of  sugar  to  the  ounce.  The 
patient  had  recovered  from  the  bronchitis.  The  patient  now 
says  she  never  felt  better  in  health. 

The  evidence  is  strong  that,  on  ordinary  diet,  there  is  a 
tendency  in  this  case  to  a  persistent  increase  of  the  quantity 
of  urine  and  of  the  sugar  in  it,  but  from  a  surgical  point 
of  view  it  is  hardly  possible  that  the  result  of  the  operation 
could  have  been  more  satisfactory.  It  would  be  unwise  to 
lay  too  much  stress  upon  a  single  observation,  but  patients 
with  a  large  amount  of  sugar  in  the  urine  requiring  major 
operations  are  not  very  common,  and  this  case  would  en- 
courage the  undertaking  of  surgical  treatment  in  others  if 
the  circumstances  seemed  to  demand  it. 
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CONSERVATIVE  SURGERY  OF  THE  TUBES,  WITH 
REPORT  OF  FIVE  CASES.* 

BY  L.   W.    COCKBURN,   MJ). 

When  watching  a  surgeon  fish  up  and  cut  away  ovaries  and 
tubes  for  adhesions,  thickening,  cirrhosis  or  cystic  degenera- 
tion, the  thought  has  often  occurred  to  me  as  to  how  the 
operator  would  relish  having  the  corresponding  organs  in  his 
own  person  so  unceremoniously  whipped  off  I 

My  leaning  towards  conservatism  in  these  cases  is  the 
reason  I  am  able  to  present  brief  notes  of  the  five  following 
instances  of  repair  work  done  on  diseased  ovaries  and  tubes. 
With  one  exception,  I  have  been  able  to  keep  all  the  cases 
under  observation,  and  I  am,  therefore,  able  to  speak  from 
personal  knowledge  as  to  the  subsequent  course  of  each  of  the 
four  cases  I  have  been  able  to  watch. 

Case  I. — Mrs.  A.  Consulted  me  October,  1898,  for  an  ab- 
dominal tumor.  Examination  revealed  an  ovarian  cyst  on  the 
left  side  about  the  size  of  an  adult's  head.  Operation  Novem- 
ber 17,  1898,  removal  easy,  few  adhesions  being  encountered. 
After  removal  of  the  cyst,  the  right  ovary  was  drawn  up  for 
inspection.  It  was  in  an  undoubted  state  of  cystic  degenera- 
tion. It  measured  about  2j4  inches  in  its  longest  diameter, 
and  was  proportionately  enlarged  in  other  directions. 

I  punctured  the  cysts,  cut  away  their  walls,  and  trimmed 
down  the  ovary  as  much  as  possible.    Recovery  uneventful. 

This  woman  conceived,  but  I  was  obliged  to  stop  the  preg- 
nancy on  account  of  adhesions  about  the  stump  of  the  cyst  on 
the  left  side  tying  down  the  uterus.  For  three  or  four  years 
after  the  operation  I  examined  this  case  about  every  six 
months  to  keep  watch  on  the  state  of  the  right  ovary.  It 
never  enlarged;  gave  no  trouble;  she  menstruates  regularly, 
and  enjoys  perfect  health. 

Case  II. — Mrs.  B.  Diagnosis,  double  pyosalpinx  following 
septic  abortion.  This  woman  was  seriously  ill.  I  advised  im- 
mediate section,  and  asked  for  authority  to  act  as  I  thought 
best  in  the  patient's  interest  after  the  abdomen  was  opened  and 
the  exact  condition  revealed.  This  permission  was  refused 
*  Read  at  a  meeting  of  the  Ontario  Medical  Association. 
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both  the  patient  and  her  husband  stipulating  that  nothing  was 
to  be  removed. 

I  pointed  out  the  danger  of  tying  my  hands  in  this  way,  but 
both  husband  and  wife  persisted  that  there  was  to  be  no 
mutilation.  Operation  March  9,  1907.  On  opening  abdomen 
uterus,  tubes  and  ovaries  found  buried  in  a  mass  of  adhesions. 
Large  pyosalpinx  on  the  right  side,  complicated  with  appendi- 
citis— appendix  being  firmly  adherent  to  the  pus  tube.  Left 
tube  and  ovary  inflamed,  adherent  and  enlarged. 

Left  to  myself,  I  should  have  tied  oflF  the  appendix  at  its 
junction  with  the  cecum,  and  then  removed  appendix,  uterus, 
tubes,  and  ovaries  in  one  piece.  My  instructions,  however, 
were  too  explicit. 

I  therefore  freed  the  appendix  from  the  pus  tube  and  re-, 
moved  it.  I  then  freed  the  left  tube  and  ovary  as  much  as 
possible,  and  finally  drained  the  right  pyosalpinx  through  the 
vagina. 

This  patient  made  an  excellent  recovery.  I  saw  her  nine 
months  after  the  operation;  she  was  in  good  health  and 
menstruates  regularly,  and,  what  is  more,  she  did  not  spare 
me! 

Case  in. — Mrs.  B.  consulted  me  for  pain,  irregular  menstru- 
ation, and  sterility  following  abortion.  Anxious  for  children. 
Bimanual  examination  revealed  uterus  retroverted,  bound 
down.    Tubes  enlarged,  tender,  and  also  bound  down. 

Operation  November  9,  1907.  Adhesions  very  firm  and  ex- 
tensive, severed  principally  by  scissors.  Severing  of  adhesions 
carried  out  systematically  till  the  uterus,  tubes,  and  ovaries 
were  entirely  free  on  both  sides.  Fimbriated  ends  of  both 
tubes  sealed.  Tubes  opened,  contents  gently  squeezed  out, 
and  a  large  probe  passed  down  each  tube  to  the  uterus.  Parts 
returned  and  abdomen  closed,  about  a  pint  of  saline  being 
poured  into  Douglas'  pouch. 

Recovery  uneventful.  This  lady  wrote  me  under  date  of 
January  18,  1908,  saying  her  health  is  now  perfect.  Her 
home  is  in  the  Southern  States;  she  was  visiting  friends  in 
Brantford,  and  had  not  returned  home  when  she  wrote  me.  I 
hope  to  hear  she  has  become  pregnant. 

Case  IV. — Mrs.  D.  Married  about  5  years.  Miscarried 
about  12  months  after  marriage.  Miscarriage  followed  by 
"inflammation,"  and  has  not  felt  well  since.     Menstruation 
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regular,  but  painful.  General  pelvic  uneasiness.  Coitus  pain- 
ful. No  sign  of  pregnancy  for  the  last  four  years.  Anxious 
for  children.  Bimanual  examination.  Uterus  more  or  less 
bound  down,  mass  about  the  size  of  a  small  orange  felt  on 
each  side.  Operation  November  14,  1907.  Adhesions  ex- 
tensive about  the  sexual  organs,  but  not  very  dense,  carefully 
separated  throughout,  principally  by  scissors.  Tubes  gently 
squeezed  from  uterus  outwards,  a  large  probe  passed  down 
each,  the  parts  returned,  and  the  abdcwnen  closed.  Recovery 
uneventful. 

All  pain  and  discomfort  completely  relieved.  On  returning 
home  this  lady  became  pregnant.  She  is  now  in  excellent 
health,  and  expects  her  confinement  next  September. 

Case  V. — Mrs.  E.  Married  about  nine  months.  Highly 
neurotic,  suffers  severely  from  insomnia,  and  can  with  dif- 
ficulty be  prevented  from  taking  drugs. 

Little  or  no  complaint  made  of  pelvic  symptoms,  but  was 
very  anxious  for  children,  and  requested  examination  with 
that  object  in  view. 

Bimanual  examination  under  ether  revealed  a  fixed  and  re- 
troverted  uterus,  while  the  tubes  and  ovaries  on  each  side 
felt  hard  and  not  very  mobile. 

Operation  March  26,  1908.  Uterus  very  firmly  adherent 
posteriorly.  Adhesions  severed  and  uterus  raised.  Very 
dense  adhesions  were  encountered  between  the  right  ovary 
and  tube  and  the  pelvic  wall.  Adhesions  cut  close  to  ovary 
and  tube.  Adhesions  on  the  right  side  slight  and  easily 
separated. 

On  raising  the  organs  well  up  after  freeing  all  adhesions, 
the  tubes  and  broad  ligament  were  seen  to  be  studded  with 
small  cheesy-looking  deposits  I  believed  to  be  tubercular.  As 
many  as  possible  were  removed.  The  left  tube  was  opened 
without  much  difficulty,  and  a  probe  passed  along  it. 

The  condition  of  the  right  tube  was  not  so  satisfactory. 

Its  fimbriated  end  had  vanished,  and  in  its  place  was  a 
smooth,  rounded  knob.  I  cut  this  off,  found  the  opening  into 
the  tube,  and  passed  a  probe  along  it.  The  probe  was  ar- 
rested about  half  way  by  what  I  believe  was  a  deposit  of 
tubercle.  I  could  not  tunnel  the  obstruction,  and  I  did  not 
think  it  wise  to  resect  the  diseased  segment  of  tube.  I  there- 
fore lightly  suspended  the  uterus  and  closed  the  abdomen. 
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Recovery  uneventful.  The  neurotic  symptoms  and  insomnia 
have  almost  entirely  disappeared. 

There  has  not  been  time  yet  to  test  this  patient's  ability  to 
conceive.  The  left  tube  is  potent,  and  should  serve  her  pur- 
pose. If.it  does  not,  and  her  wishes  for  maternity  are  suf- 
ficiently keen,  I  would  not  hesitate  to  reopen  the  abdomen  and 
resect  the  blocked  segment  of  the  right  tube. 

Discussion  by  Dr.  S.  M.  Hay  on  Conservative  Surgery  of 
the  Tubes : 

I  wish  to  congratulate  the  reader  of  the  paper  on  the  ex- 
cellent results  obtained  by  his  methods ;  however,  I  think  that 
perhaps  a  more  extended*  experience  might  not  prove  so  suc- 
cessful. 

I  am  glad  that  the  paper  included  conservative  surgery  of 
the  ovary  as  well  as  the  tube,  as  much  more  can  be  done  on 
the  ovary  than  on  the  tube,  with  much  better  results.  The 
surgery  of  the  pus  tube  has  passed  through  three  distinct 
stages.  First,  Tait  and  his  followers  removed  both  tube  and 
ovary,  making  a  common  channel.  This  necessitated  the  leav- 
ing of  a  small  proximal  piece  of  tube.  Some  patients  were 
not  cured,  and  came  back  and  had  the  uterus  removed,  and 
a  cure  resulted.  The  uterus  was  thought  to  be  the  offending 
organ,  while  in  reality  it  was  the  stump  of  tube  left  behind. 
Next  the  French  surgeons,  blaming  the  uterus,  removing  all 
the  appendages,  and  many  times  part  of  them  not  diseased. 

Then  came  the  present  method  of  opening  the  abdomen  and 
resecting  the  pus  tube  out  of  the  bone  of  the  uterus  and  jewing 
up  the  V-shaped  wound  with  catgut.  I  would  no  more  think 
of  leaving  a  piece  of  diseased  tube  at  the  uterine  end,  than 
I  would  of  leaving  a  long  stump  of  appendix  on  the  bowel. 
True,  the  woman  is  sterile,  with  the  tubes  gone,  so  she  was 
before  the  operation,  but  you  have  relieved  pain  and  other 
symptoms. 

We  should  leave  some  ovarian  tissue  wherever  possible. 
Every  woman  has  a  right  to  have  her  menstrual  function  pre- 
served to  her  during  the  child-bearing  period  where  at  all  pos- 
sible ;  she  is  better  for  it  in  every  way.  Diseased  ovaries  are 
more  likely  to  restore  themselves  than  are  diseased  tubes. 

In  badly  diseased  ovaries  save  some  part  of  ovarian  tissues. 

In  badly  diseased  tubes  remove  all  the  tube  into  the  uterine 
tissue. 
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Charles  G.  Cumston,  M.D. : 

The  statement  is  made  by  Winckel  that  36  per  cent  of  all 
women  are  afflicted  with  gonorrheal  infection  of  the  uterus, 
and  that  a  large  proporticai  contract  the  disease  after  marriage. 

Infection  of  the  uterus  is  favored  by  various  circumstances, 
and  when  once  realized,  makes  itself  known  by  more  or  less 
marked  symptoms  of  endometritis,  but  occasionally  the  malady 
will  remain  absolutely  latent.  The  patient  may  merely  ex- 
perience a  little  pain  during  the  two  or  three  days  preceding 
the  menstruation ;  the  pain  is  dull  and  giv^s  rise  to  a  sensation 
of  fullness  in  the  pelvis  and  perineum.  This  ihdisposition  sim- 
ply necessitates  a  rest  on  the  lounge  for  a  few  days  before 
and  during  the  menstruation. 

In  many  instances  there  is  practically  no  vaginal  discharge, 
and  all  that  can  be  fotmd  upon  examination  is  a  small  mucous 
plug  in  the  cervix.  On  the  other  hand,  slight  metrorrhagia 
may  be  observed;  but  the  mildness  of  these  functional  dis- 
turbances in  no  way  coincides  with  the  evident  anatomical 
lesions.  The  uterus  is  enlarged  and  the  cervix  descends  low 
into  the  vagina;  it  is  tense,  turgescent,  and  hypertrophied. 
The  lips  are  twice  or  three  times  their  normal  thickness. 
Such  lesions  offer  nothing  of  any  importance  to  one  who  is 
not  familiar  with  the  real  significance  of  the  condition;  but, 
by  searching  for  the  gonococcus,  it  will  sometimes  be  found, 
although  frequently  it  cannot  be  demonstrated  and  many  ex- 
animations  are  sometimes  necessary  in  order  to  find  it.  Should 
the  specific  organism  be  absent,  one  must  not  be  in  a  hurry  to 
conclude  that  the  case  is  not  of  a  gonorrheal  nature.  The 
patient  should  be  carefully  questioned,  and  the  physician 
should  always  inquire  of  the  husband  if  he  has  at  any  time 
been  a  subject  of  gleet.  If  the  patient  has  borne  children, 
one  should  ascertain  whether  or  not  the  infant  had  presented 
signs  of  ophthalmia  or  vulvitis. 

The  evolution  of  the  disease  is  partly  subordinated  to  the 
existence  of  the  female,  because  the  gonococcus  always  profits 
each  time  that  there  is  a  uterine  congestion  to  inoculate  itself 
more  deeply,  and,  as  is  well  known,  the  causes  of  congestion 
are  extremely  frequent. 
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Besides  latent  gonococcic  endometritis  there  is  also  latent 
inflammation  of  the  adnexa.  Latent  gonorrheal  salpingitis  is 
a  very  frequent  affection.  It  may  exist  in  the  catarrhal  form, 
in  which  case  the  gonococcus  remains  localized  in  the  mucosa, 
or,  on  the  other  hand,  if  the  walls  of  the  tube  become  thick- 
ened and  resistant,  then  one  is  dealing  with  the  chronic 
parenchymatous  type.  Then,  again,  the  cellular  infiltration  in 
receding  brings  about  a  true  absorption  of  the  tissues,  resulting 
in  chronic  atrophic  salpingitis.  Further,  if  the  pavilion  and 
uterine  ostium  becomes  obliterated,  the  classical  pyosalpinx 
makes  its  appearance. 

The  pus  contains  the  gonococcus;  but,  if  the  organism 
should  disappear,  it  may,  little  by  little,  lose  its  characters 
and  become  transformed  into  an  aseptic,  serous  liquid,  de- 
prived of  bacteria  and  figured  elements.  This  is  hydrosalpinx, 
which  may  be  considered  as  a  manner  of  recovery  of  a  pyosal- 
pinx.   The  lesions  may  be  unilateral  or  bilateral. 

When  no  physical  disturbances  exist,  the  functional  symp- 
toms are  nil,  amounting  to  a  few  pains  during  menstruation 
or  after  a  long  walk  or  genital  fatigue.  The  pain  is  more 
particularly  marked  in  one  or  both  iliac  fossae,  according  to 
the  localization  of  the  process. 

Tubal  colic  occasionally  occurs,  and  then  the  tube  en- 
deavors to  empty  its  contents  into  the  uterine  cavity,  and,  if 
this  occurs,  the  pain  will  disappear  only  to  return  when  the 
tube  refills  and  becomes  distended.  As  in  latent  uterine  gonor- 
rhea, the  physical  signs  alone  will  allow  one  to  make  a  diag- 
nosis. Combined  palpation  will  show  a  tumor  of  variable  size, 
seated  in  one  or  both  of  the  lateral  culs-de-sac ;  it  is  elongated 
in  shape  and  is  in  direct  continuity  with  the  uterine  cornua 
and  painful  on  pressure.  Pyosalpinx  and  hydrosalpinx  give 
to  the  examining  hand  the  sensation  of  a  large  mass,  the  size 
of  a  closed  fist  or  a  fetal  head.  The  diseased  tubes  are  usually 
prolapsed  in  the  posterior  cul-de-sac  and  are  easily  found  by 
the  exploring  finger. 

The  latency  of  the  process  may  remain  indefinitely;  but 
there  are  two  factors  which  are  capable  of  causing  the  gono- 
coccus to  depart  from  its  latent  state, — ^namely,  uterine  con- 
gestion and  pregnancy  and  labor, — so  that  the  companion  of 
a  gonorrheal  female  is  continually  exposed  to  infection.  At 
the  approach,  or  at  the  decline  of  the  menstruation,  he  is  taken 
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with  an  attack  of  gonorrhea,  which  he  attributes  to  the  popular 
belief  that  the  menstrual  blfod  is  at  fault,  when  in  reality  it 
is  simply  a  waking  up  of  the  virulence  of  the  gonococcus. 

G.  B,  Twitchell,  M.D.: 

I  would  like  to  call  attention  to  my  theory  of  rotation. 
Usually  the  text-books  tell  us  that  a  gutter  has  been  formed 
by  the  perineum.  The  older  text-books  speak  about  the  in- 
clined planes  of  the  pelvis  and  the  spine  of  the  ischium.  Ro- 
tation occurs  after  the  spine  of  the  ischium  and  inclined  planes 
have  been  passed,  and  this  gutter  that  is  formed  is  supposed 
to  do  all  the  work.  An  artificial  lubricant  cannot  take  the 
place  of  the  natural  lubricant  There  is  no  artificial  lubricant 
which  will  in  any  way  compare  with  the  natural  lubricant. 
There  are  artificial  lubricants  which  are  better  than  none;  I 
have  used  lysol,  and  I  think  it  is  of  some  little  value,  but  it 
does  not  compare  with  the  natural  lubricant.  If  by  the  use 
of  the  Champetier  de  Ribes  bag  which  I  advocate  you  wipe 
away  the  natural  lubricant,  before  the  perineum  becomes  dry, 
it  will  secrete  more,  but  if  you  wait  until  the  perineum  dries,  it 
will  not  secrete  any  more,  and  you  have  no  more  lubricant. 

♦    ♦ 

W.  A.  MeUck,  M.D.: 

I  will  give  some  observations  on  personal  work  performed 
during  the  past  year  or  two,  in  a  class  of  cases  of  acute  ob- 
struction of  the  intestines,  which  may  be  termed  "  bad  risks,'* 
or  the  class  of  cases  which  go  to  make  a  high  mortality  rate 
for  the  operator.  It  is  difficult  to  determine  with  accuracy 
what  the  percentage  of  deaths  is,  but  it  is  certainly  very  high. 
In  looking  up  the  estimate  of  different  authorities,  I  am  led 
to  believe  that  it  is  not  less  than  60  or  70  per  cent. 

Any  suggestion  of  procedure  which  will  lessen  this  fright- 
ful death-rate  is  welcomed  by  both  the  surgeon  and  general 
practitioner,  and  for  this  reason  I  wish  to  urge  upon  those 
who  first  see  these  unfortunate  cases  the  futility  of  wasting 
time  in  the  effort  to  settle  diagnostic  problems,  when  the  fecal 
current,  and  perhaps  the  blood  circulation,  is  stopped  by  me- 
chanical causes,  demanding  instant  manipulative  removal. 

Such  conditions  demand  the  best  consideration  of  philo- 
sophical minds,  trained  to  appreciate  the  importance  of  prompt 
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surgical  interference  as  soon  as  the  diagnosis  is  made,  while 
the  patient  is  in  a  condition  that  an  operation  insures  a  rea- 
sonable degree  of  success. 

To  hug  the  vain  delusion  that  air  or  water  inflation  will 
eflfect  a  passage  of  the  contents  of  the  bowels  is  little  less  than 
criminal.  While  it  is  undoubtedly  true  that  these  means  have 
effected  a  cure  in  a  small  number  of  cases,  the  harm  done  the 
great  majority  should  condemn  these  measures  as  untrust- 
worthy and  dangerous.  How  often  the  surgeon  is  called  to* 
operate  after  three  or  four  days  of  such  treatment!  The 
patient  presents  a  picture  that  is  not  pleasant  to  contemplate. 
Stercoraceous  vomiting  has  begun,  pulse  no  or  120,  respira- 
tion embarrassed  by  the  distention  of  the  abdomen  presssing 
against  the  diaphragm,  anxious  expression  and  cold  perspira- 
tion; this  is  top  often  the  condition  that  strikes  terror  to  the 
heart  of  the  surgeon,  and  leaves  little  hope  of  success,  na 
matter  how  skillfully  the  operation  is  performed. 

It  is  in  this  class  of  desperate  cases,  in  the  condition 
described  above,  that  I  would  urge  a  preparatory  treatment, 
when  practicable,  as  suggested  by  Ochsner;  that  is,  lavage  of 
the  stomach  repeatedly  for  twelve  or  twenty-four  hours,  and^ 
if  necessary,  of  nutrient  enemata  per  rectum  before  operation. 
The  washing  out  of  the  stomach  will  allay  the  vomiting  and  re- 
move from  the  stomach  and  upper  bowels  a  source  of  infec- 
tion that  is  a  menace  to  the  life  of  the  patient.  In  this  man- 
ner the  distention  can  often  be  greatly  relieved  and  render 
the  patient's  condition  much  more  favorable  to  a  successful 
operation,  and  will  greatly  lessen  the  difficulty  of  the  operator 
in  dealing  with  an  enormously  distended  bowel. 

Too  much  time  is  spent  in  making  the  diagnosis.  We 
should  not  wait  for  the  classical  symptoms  of  obstruction. 
There  are  certain  symptoms  of  intestinal  obstruction  from 
mechanical  causes  about  which  many  are  a  little  in  the  dark. 
Many  of  the  symptoms  are  not  made  perfectly  plain  by  most 
text-books  and  medical  writers.  The  earliest  symptoms  are 
pain  and  vomiting.  In  the  earlier  stages  there  is  no  distention, 
and  the  practitioner  should  not  wait  for  distention.  When 
there  is  pain  and  vomiting  and  constipation,  there  is  almost 
always  obstruction.  There  is  an  absence  of  fever  in  the  earlier 
stages  of  intestinal  obstruction,  and  it  is  important  to  recog- 
nize these  symptoms  in  the  very  beginning. 
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A  patient  seized  with  pain  and  vomiting  can  have  acute 
pancreatitis.  If  so,  he  will  have  fever,  but  he  would  not  have 
fever  in  the  earlier  stages  of  intestinal  obstruction.  If  there 
is  pain  and  vomiting  and  an  inflamed  mucous  membrane,  there 
is  no  constipation,  but  diarrhea. 

I  want  to  insist  that  with  the  combination  of  symptoms  of 
pain  and  vomiting,  constipation  without  fever,  without  dis- 
tention (for  the  distention  comes  later),  without  tenderness 
(for  there  is  no  tenderness,  at  first),  the  patient  surely  has 
an  obstruction  of  the  bowels  from  some  cause.  At  first  one 
can  handle  the  abdomen  with  perfect  impunity,  so  far  as  caus- 
ing pain  and  tenderness  is  concerned.  When  such  a  condition 
exists,  there  is  an  intestinal  obstruction  due  to  one  of  the  many 
conditions  which  may  be  found  to  exist  when  the  abdomen  is 
opened  and  explored. 

It  has  been  shown  by  Halstead  and  others  that  when  the 
obstruction  is  high  up  in  the  intestinal  tract,  the  symptoms 
develop  much  more  rapidly  than  when  situated  at  the  lower 
end  of  the  ileum  or  in  the  colon. 

The  symptoms  of  intoxication  occur  later  and  less  violently 
when  the  obstruction  is  situated  in  the  lower  intestinal  tract. 
The  diagnosis  of  obstruction  is  always  a  matter  of  supreme  im- 
portance, because  the  patient  must  be  relieved  spontaneously 
or  by  treatment  otherwise  death  will  occur.  Promptness  is 
absolutely  essential.  Often  the  diagnosis  can  only  be  made  by 
a  process  of  exclusion.  If  accurate  diagnosis  cannot  be  made, 
operation  must  be  undertaken  at  once.  Exploratory  incision 
is  frequently  a  confession  of  ignorance,  but  such  a  confession 
is  evidence  of  sincere  concern  for  the  good  of  the  patient. 
When  the  diagnosis  is  made,  the  surgeon  should  endeavor  to 
make  up  his  mind  as  to  the  location  of  the  obstruction. 

The  most  common  seat  of  obstruction  is  the  right  lower 
quadrant  of  the  abdomen.  The  lower  portion  of  the  ileum 
and  the  cecal  region,  therefore,  should  be  inspected  first 
Volvulus,  however,  is  most  apt  to  occur  in  the  sigmoid  colon, 
especially  in  the  aged.  Intussusception  is  not  particularly 
common  in  the  ileo-cecal  region,  but  it  is  perhaps  most  fre- 
quently found  in  some  portion  of  the  colon.  It  is  the  more 
frequent  disease  of  the  young. 

Strangulative  lesions,  being  usually  acute,  are  more  difficult 
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of  differentiation  than  those  other  obstructive  lesions  which 
are  chronic. 

In  obese  patients  this  determination  becomes  a  matter  of 
increased  difficulty.  The  pain  is  less  severe  in  volvulus  than  in 
strangulation  by  mesenteric  remains  or  bands^  and  sometimes 
the  pain  of  volvulus  may  be  referred  to  the  back.  In  volvulus, 
high  up  in  the  small  bowel,  there  may  occur  frequent  evacua- 
tion from  the  bowels.  This  is  unlike  internal  hernia  from 
strangulation  from  bands,  which  are  accompanied  by  absolute 
constipation.  Rectal  tenesmus  is  an  indication  of  volvulus, 
being  the  cause  of  obstruction  rather  than  strangulation  from 
other  causes. 

l^ecal  vomiting  is  not  common  in  volvulus,  but  it  is  common 
in  strangulation  from  entanglement  under  bands  and  in  open- 
ings. Volvulus  is  more  likely  to  be  preceded  by  habitual  con- 
stipation, and  causes  less  intense  collapse  than  strangulation 
from  bands.  If  the  patient  has  had  a  history  of  peritonitis, 
this  would  indicate  rather  strangulation  from  bands,  kinks  or 
knots,  than  strangulation  from  volvulus. 

The  differential  diagnosis  is  rather  obscure  and  difficult  at 
times,  and  can  only  be  determined  accurately  by  an  explora- 
tory operation,  and  I  would  say  that  if  the  diagnosis  cannot  be 
established  with  a  fair  degree  of  accuracy  within  twenty-four 
hours,  or,  at  most,  forty-eight  hours,  then  open  the  abdomen 
aseptically  and  examine  the  contents. 

♦    ♦ 

J.  F.  Winn,  M.D.: 

Reverting  to  the  convulsions  accompanied  by  a  partial  dila- 
tation of  the  cervix — it  is  for  these  that  bi-manual  dilatation 
finds  its  widest  range  of  application,  and  I  would  lay  special 
stress  upon  the  fundamental  principles  upon  which  its  success 
so  largely  depends : 

Under  no  circumstances  should  extraction  be  attempted 
until  the  internal  os  has  been  completely  dilated;  and,  when 
full  dilatation  has  been  secured,  continue  efforts  at  dilatation 
a  few  moments  longer  to  produce  complete  relaxation  of  the 
cervical  ring  before  extracting  the  fetus.  The  failure  to  ob- 
serve this  injunction  incurs  the  most  imminent  risk  of  rupture 
of  the  lower  uterine  segment,  as  well  as  the  death  of  the  child. 

It  is  equally  important  that  dilatation  shall  be  gradually  and 
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slowly  performed.  Any  attempt  to  score  a  record  for  a  com- 
plete dilatation  in  a  specified  time  as  in  "  one  hour  "  or  less 
time,  without  a  preliminary  softening  or  relaxation  of  the 
cervix,  must  be  condemned. 

Suspend  all  work  at  dilatation  when  the  cervix  contracts 
around  your  finger,  resuming  efforts  when  the  cervical  ring 
begins  to  relax. 

Imitate  always  Nature's  method  by  pulling  somewhat  down- 
ward while  at  the  same  time  pulling  at  right  angles  to  the 
cervical  axis. 

Be  sure  that  the  fingers  are  carried  well  up  within  the 
internal  os,  remembering  that  the  natural  method  starts  with 
dilatation  of  the  internal  and  stronger  ring.  For  this  reason 
any  attempt  at  dilatation  beginning  with  the  external  os  and 
ending  with  the  internal  ring  is  to  be  avoided. 

When  practicing  bi-manual  dilatation,  I  am  in  the  habit  of 
standing  or  sitting  directly  in  front  of  the  patient,  making 
traction  straight  from  the  shoulder  with  one  forefinger  in 
supination  and  other  in  pronation. 

To  be  more  explicit;  with  the  right  index  finger  in  the 
position  of  supination,  traction  is  made  upward  behind  the 
symphysis.  The  tip  of  the  left  forefinger  is  next  introduced 
while  in  pronation;  the  backs  of  the  fingers  being  in  relation 
with  each  other,  traction  being  made  in  opposite  directions. 
While  continuing  this  pressure,  change  frequently  the  point 
of  contact,  and,  necessarily,  the  direction  of  traction,  antero- 
posteriorly,  laterally,  and  obliquely,  taking  care  that  all  parts 
of  the  ring  shall,  in  their  turn,  be  acted  upon.  The  point  to 
bear  in  mind  is  that  the  pressure  is  continuous  and  is  gently 
and  evenly  disturbed.  When  dilatation  is  thought  to  be  com- 
plete, continue  the  pressure  steadily  a  little  while  longer  until 
the  fingers  impinge  on  the  walls  of  the  pelvis  and  thus  pro- 
duce that  full  relaxation  and  paralysis  of  the  ring  which  is 
acknowledged  to  be  so  essential  for  successful  delivery. 

♦    ♦ 

J.  M.  McCarthy,  M.D. : 

In  the  care  of  some  2,800  cases  of  labor  I  have  encountered 
fifteen  cases  of  puerperal  eclampsia.  Latterly  I  have  used 
in  the  treatment  of  this  condition  vetro-glycerine,  and  I  will 
briefly  report  results  obtained.    The  stage  at  which  the  con- 
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vulsions  threaten  or  occur  will  indicate  the  nature  of  treatment. 
First,  we  have  the  premonitory  stage,  in  which  they  threaten 
before  labor  occurs.  Here  the  treatment  should  tend  to  avert 
toxemia  and  convulsions.  During  this  period  thorough  exam- 
ination should  be  made  daily.  And  all  that  care  in  treatment 
which  would  be  given  to  an  early  case  of  Bright's  disease, 
especially  that  relating  to  diet,  should  be  carried  out.  Nitro- 
glycerine may  be  very  useful.  Second,  the  period  of  labor  it- 
self, which  may  well  be  divided  into  two  stages : 

(a)  Where  the  convulsions  are  slight  and  the  labor  slow. 
Here  again  the  object  should  be  to  avert  convulsions.  It  is 
about  at  this  time  that  the  greatest  difficulty  arises  in  determ- 
ining what  course  of  treatment  to  adopt  in  order  that  both 
patients — ^namely,  mother  and  child — may  have  the  best  pos- 
sible chance. 

But  when  we  come  to  (b),  when  convulsions  are  increas- 
ing and  labor  advancing— even  if  the  os  is  dilating 
kindly — then  all  the  energies  should  be  directed  to  ex- 
pediting labor.  There  has  been,  I  know,  considerable  differ- 
ence of  opinion  on  this  point,  some  even  at  this  stage 
preferring  morphine.  But  whatever  be  the  cause  of  the  death- 
dealing  toxin,  surely  the  source  of  its  manufacture  should  be 
got  rid  of  as  speedily  as  possible.  This  is  the  stage  where 
chloroform  is  essential  and  a  drug  of  the  greatest  utility.  It 
should  be  remembered  that  at  this  stage  and  the  next,  when 
the  convulsions  are  at  their  worst,  it  is  a  question  whether 
any  reliance  can  be  placed  upon  a  remedy  given  through  the 
mouth.  Some  may  never  reach  the  stomach,  and,  if  they  do 
and  the  stomach  shares  the  general  condition  of  the  other 
organs  of  the  body,  they  may  not  be  absorbed.  Therefore, 
wherever  possible,  give  medicine  hypodermically. 

Lastly,  when  labor  is  over,  the  treatment  should  aim  at  the 
restoration  of  the  function  of  the  kidneys  and  the  recovery  of 
the  nervous  system  from  the  shock  it  has  sustained. 

The  experience  of  some — that  the  convulsions  cease  with 
the  emptying  of  the  uterus — was  not  confirmed  by  my  cases, 
for  six  of  them  were  not  attacked  until  the  labor  was  com- 
pleted, while  one  of  them  died  at  this  stage,  and  another  nearly 
died.  Of  the  other  nine  who  were  attacked  before  or  during 
labor,  four  died  and  five  recovered,  the  deaths  in  every  in- 
stance occurring  after  the  completion  of  labor. 
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Now  here  it  is  just  possible  that  nitro-glycerine  may  prove 
to  be  one  of  the  most  useful  drugs.  In  one  case,  No.  5  on 
my  list,  attended  in  1882,  nitro-glycerine  was  used  internally, 
at  the  first  combined  with  amyl  nitrite  inhalations.  This,  a 
case  of  severe  convulsions  continuing  after  labor,  recovered. 
Previously  three  out  of  four  cases  had  died  from  continued 
convulsions  following  delivery.  My  next  case,  however,  with 
internally  administered  nitro-glycerine,  died.  My  cases  8  and 
9  were  those  that  impressed  me  most.  Labor  in  both  cases 
was  concluded,  and  yet  the  convulsions  continued.  Bearing  in 
mind  the  necessity  of  hypodermic  treatment,  and  the  manifest 
success  of  nitro-glycerine  in  No.  5,  this  drug  was  administered 
hypodermically  with  No.  8,  commencing  with  3-minim  doses, 
increased  to  4  minim,  when  diuresis  was  established,  and  re- 
covery followed.  In  October  of  the  same  year  No.  9  oc- 
curred. Here,  also,  the  convulsions  continued  to  get  worse 
after  labor  was  over,  until  things  could  not  have  been  more 
critical.  Nitro-glycerine  hypodermic  injections  were  then  re- 
sorted to,  and  continued  up  to  7-minim  doses.  The  patient 
recovered,  and  has  had  healthy  children  since;  no  return  of 
eclampsia  at  the  time  of  delivery.  In  both  these  cases  chloro- 
form had  been  given  every  chance,  before  pushing  nitro- 
glycerine. Since  then  nitro-glycerine  has  been  used  in  every 
case,  with  only  one  death,  No.  14,  where  the  treatment  was 
commenced  very  late,  perhaps  too  late. 

In  conclusion,  whilst  the  results  quoted  necessarily  pro- 
duced a  great  impression  on  my  mind,  yet  the  suggestions  are 
not  offered  in  a  dogmatic  spirit. 

Finally,  I  would  suggest  that  the  scope  of  the  use  of  nitro- 
glycerine hypodermically  might  be  extended  into  the  phy- 
sician's domain.  It  is  quite  possible  that  this  series,  with  its 
results,  may  be  only  one  of  those  remarkable  coincidences 
which  occur  from  time  to  time.  But  should  the  considera- 
tion of  them  in  any  way  tend  to  a  more  successful  treatment 
of  these  painful  cases,  in  which  the  joy  that  should  come  with 
morning  is  often  turned  into  the  sorrow  of  darkest  night,  my 
object  will  have  been  fully  attained. 

♦    ♦ 

R.  B.  Greenough,  M.D. : 

The  vast  majority  of  benign  tumors  of  the  breast  in  women 
of  adult  age  demand  operative  removal  (ist)  because  of  the 
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uncertainty  of  diagnosis,  (2nd)  on  account  of  the  possibility 
of  malignant  disease  developing  in  them,  secondarily,  and 
(3rd)  as  the  most  rapid  and  eflfective  method  of  relief. 

The  operative  removal  of  benign  breast  tumors  should  be 
effected  with  the  least  mutilation,  and  the  most  effective  ex- 
ploration of  the  breast  tissue.  For  this  purpose  in  the  major- 
ity of  cases,  the  "  Thomas  "  incision  and  "  plastic  resection  " 
are  to  be  advised. 

The  modem  complete  operation  for  cancer  of  the  breast  de- 
mands the  removal  of  the  following  structures  in  one  mass: 
(a)  the  whole  breast  and  the  whole  of  its  integuments;  (b) 
the  pectoralis  major;  the  pectoralis  minor;  (c)  the  fat, 
lymphatic  glands,  and  fibrous  tissue  of  the  axilla. 

The  "  Neck  "  operation  is  advisable  in  cases  in  which  the 
apex  of  the  axilla  is  involved,  or  the  upper-inner  quadrant  of 
the  breast  affected. 

Palpably  enlarged  cancerous  glands  above  the  clavicle,  like 
other  evidence  of  remote  extension  of  the  disease,  should 
contra-indicate  attempts  at  radical  cure  in  the  majority  of 
cases. 

A  plastic  operation  or  skin-graft,  or  both,  arc  necessary 
as  a  rule,  to  close  the  gap  left  by  the  removal  of  the  large 
amount  of  integument  demanded  in  the  modem  operation. 

♦    ♦ 

H.  S.  Belt,  M.D.: 

In  obstetrics,  for  sixteen  years,  I  have  invariably  used 
chloroform — exceeding  seventy-five  cases  a  year,  and  I  have 
yet  to  regret  its  use  in  a  single  case.  I  do  not  believe  the 
ordinary  use  of  chloroform  predisposes  to  hemorrhage,  for  the 
only  cases  of  hemorrhage  I  have  ever  seen  die  were  those 
following  rapid  labors  before  I  reached  the  patients.  In  cases 
in  labor  for  hours  before  I  arrived,  who  were  rolling  over  the 
bed  like  worms  in  embers,  with  rigid  os  and  perineum,  prac- 
tically exhausted,  the  systematic  use  of  chloroform  with  each 
pain,  they  would  quiet  down,  the  parts  would  soften,  and  labor 
be  terminated  satisfactorily  in  a  short  time. 

In  all  cases  of  instmmental  interference  or  versions,  or 
other  artificial  delivery,  chloroform  greatly  lessens  the  danger 
of  lacerations,  etc. 

Chloroform  is  indispensable  in  puerperal  eclampsia  and  in 
strychnia  poisoning.  In  the  convulsions  of  children,  it  is  a 
sine  qua  non. 


Digitized  by 


Google 


Current  Comment.  8i 

The  late  Dr.  Julian  J.  Chisholm,  of  Baltimore,  used  chlor- 
oform exclusively  without  a  single  fatality.  He  said  that 
patients  with  no  heart  trouble  took  it  well,  and  those  with 
heart  trouble  took  it  better. 

♦  ♦ 
G.  E.  Shoemaker,  M.D. : 

The  prevention  of  retroversion  is  an  important  subject.  I 
think  the  pessary  advised  by  some,  also  packing  and  the  tam- 
pon should  be  avoided  during  the  first  two  or  three  months 
after  pregnancy,  with  stress  laid  upon  the  postural  position, 
the  knee-chest  position,  and  the  Sims  position ;  if  not  the  knee- 
chest  position  early,  the  lateral  prone  position  first,  then  the 
knee-chest  position ;  with  afterward  the  support  of  the  abdom- 
inal viscera  with  such  a  bandage  as  will  hold  up  the  hanging 
abdomen  rather  than  press  it  backward  above.  The  fault  with 
the  flat  binder  is  that  it  presses  everything  back.  Downward 
pressure  in  the  standing  posture  produces  retroversion. 

♦  ♦ 
H.  R.  Chislett,  M.D.: 

The  more  I  see  of  acute  appendicitis  the  more  strongly  am 
I  convinced  that  we  can  do  little  more  than  guess  at  the  variety 
with  which  we  have  to  deal  in  the  early  hours  of  the  attack. 
Acute  appendicitis  is  a  surgical  emergency  which  demands 
operation  the  moment  a  diagnosis  can  be  made.  If  the  disease 
is  still  limited  to  the  appendix  the  operation  is  practically  as 
safe  as  an  interval  operation;  if  the  disease  has  extended  be- 
yond the  appendix,  operation  is  imperative  soon  or  late,  and 
the  sooner  the  safer,  because  if  the  infection  is  circumscribed 
carefully  adjusted  iodoform  packs  will  protect  the  general 
peritoneal  cavity  far  more  surely  than  will  nature's  adhesions, 
and  if  the  infection  is  diffuse  a  few  hours'  delay  will  often  be 
fatal.  There  are  a  few  exceptions  to  so  radical  a  rule,  but  they 
are  few  indeed. 

♦  ♦ 

A.  Brothers,  M.D. : 

The  diagnosis  of  ectopic  gestation  is  not  easy.  In  1888,  in 
preparing  a  paper  on  extra-uterine  pregnancy,  I  collected  all 
the  published  cases,  writing  to  a  number  of  authors,  and  ob- 
tained not  only  the  treatment  that  had  been  followed,  but  the 
subsequent  progress  of  the  cases.  Unfortunately,  these  re- 
ports only  represented  the  probable  diagnosis,  as  the  cases 
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were  not  operated  upon.  At  that  time  electricity  was  advo- 
cated, but  it  was  found  that  the  electrical  treatment  was  some- 
times fatal  to  the  mother.  After  a  few  women  had  lost  their 
lives  in  this  way  and  abdominal  surgery  began  to  develop,  it 
was  found  that  the  abdomen  could  be  opened  with  a  small 
degree  of  danger  and  the  diseased  tube  removed.  My  experi- 
ence covers  two  eras  in  the  treatment  of  this  disease.  I  had 
treated  the  condition  in  1888,  and  published  a  paper  on  the 
subject,  and  still  a  period  of  ten  years  passed  without  my 
making  a  diagnosis  of  ectopic  gestation,  although  I  was  doing 
a  large  family  practice  at  that  time.  I  did  not  make  the 
diagnosis,  for  I  did  not  know  how.  Some  to-day  may  be  in 
the  same  position.  I  do  not  wish  to  convey  the  idea  that 
cases  did  not  pass  my  way  during  this  period.  I  believed 
they  did,  but  I  did  not  make  the  diagnosis.  In  the  past  fif- 
teen years,  on  the  other  hand.  I  have  been  meeting  several 
dozen  cases  a  year.  There  are  four  points  that  I  wish  to 
emphasize  in  making  the  diagnosis  of  ectopic  gestation : 

1.  The  missing  of  the  period. 

2.  The  occurrence  of  irregular  bleeding. 

3.  The  occurrence  of  cramps. 

4.  The  occurrence  of  syncope. 

The  missing  of  the  period  is  the  most  frequent  symptom  to 
attract  attention.  Second,  the  occurrence  of  the  pain.  That  is 
not  a  regular  symptom.  Exceptionally  one  meets  a  case  in 
which  the  tube  is  not  ruptured  or  there  has  been  no  abortion, 
and  there  may  be  no  pain ;  but  in  other  cases  it  is  an  important 
symptom.  The  patient  will  say  that  the  pain  is  general  over 
the  abdomen.  That  means  that  the  blood  has  extended 
throughout  the  peritoneal  cavity.  If  one  investigates  carefully, 
you  will  find  that  usually  the  pain  starts  either  on  the  right  or 
left  side,  and  in  many  instances  it  shoots  down  the  thigh. 
Always  ask  the  patient  where  the  pain  started,  not  where  it  is 
now — for  she  may  complain  of  pain  on  the  right  side  while  the 
gestation  is  on  the  left  side.  At  the  time  of  operation  you  will 
feel  around  and  bring  up  the  wrong  tube,  but  if  you  get  the 
starting  point  of  the  pain  in  the  history  you  will  regularly  get 
at  the  diseased  tube  at  once. 

In  regard  to  the  question  of  syncope :  That  is  a  very  valu- 
able symptom  when  it  is  present,  but  a  patient  may  have  the 
other  symptoms  but  does  not  faint.    When  you  get  a  fainting 
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condition  in  connection  with  the  other  symptoms,  look  for 
ectopic  gestation ;  it  is  present  in  three  out  of  four  cases.  In 
the  fourth  case  you  will  find  that  the  woman  does  not  faint, 
and  never  did,  and  never  will  unless  the  hemorrhage  is  of 
large  size.  Physical  signs  vary  from  the  pelvic  hematocele 
with  the  tumor  pushed  up  to  the  symphysis,  to  absolutely  noth- 
ing which  can  be  felt.  I  have  operated  upon  many  cases  in 
which  I  could  not  feel  anything  by  vaginal  or  abdominal  palpa- 
tion,— nothing  but  a  distended  abdomen. 

The  entire  treatment  is  summed  up  in  one  word  "  operation." 
There  must  be  a  certain  proportion  of  cases  that  get  well  with- 
out operation,  and  I  hope  to  live  to  see  the  day  when  we  will 
be  able  to  differentiate  the  cases  that  will  get  well  from  those 
that  must  be  operated  upon.  I  can  not  pick  them  out  myself ; 
but  if  one  can  point  to  a  case  of  tubal  gestation  which  has 
not  ruptured,  and  the  ovum  has  ceased  to  develop,  and  guaran- 
tee that  the  blood  accumulation  is  not  going  to  undergo  sup- 
puration, I  would  say  that  that  case  would  get  well  without 
operation.  Until  we  can  differentiate  these  cases,  it  is  best  to 
operate,  because  by  careful  work  and  in  proper  surroundings 
the  mortality  is  2  to  5  per  cent.,  and  the  patients  are  better 
off  for  being  operated  upon  than  by  being  left  to  nature. 

♦    ♦ 

J.  E.  Fothergill,  M.D.: 

I  find  that  the  commonest  gynecological  conditions  are 
those  which  cause  patients  to  complain  of  one  or  more  symp- 
toms, such  as  menorrhagia,  metrorrhagia,  leucorrhea,  backache, 
pelvic  pain,  pains  in  the  ovarian  regions  or  down  the  legs  or 
under  the  heart.  They  reveal  no  definite  physical  signs,  or  show 
perhaps  that  the  uterus  is  soft  and  large,  unduly  firm,  small  and 
hard,  or  large  and  hard.  The  organ  may  be  found  in  a  position 
of  retroversion,  or  its  axis  may  be  bent  backwards  in  retro- 
flexion, or  it  may  be  anteverted  or  anteflexed.  We  have  no 
acurate  knowledge  of  the  causation  of  these  conditions.  For 
many  years  they  were  attributed  extensively  to  "displace- 
ment." This  theory  has,  however,  been  supplanted  to  a  con- 
siderable extent  by  the  "  infection  theory,"  which  supplies  a 
new  and  attractive  explanation  for  almost  every  condition  in 
the  range  of  minor  gynecology.  The  pessary  has  been  super- 
seded by  the  antiseptic  douches  and  plug. 

Nevertheless,  we  constantly  see  patients  with  menorrhagia. 
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leucorrhea,  backache,  ovarian  pain,  etc.,  and  with  alteration  in 
the  size  and  consistence  of  the  uterus,  whose  condition  is  not 
to  be  explained  by  the  infective  any'  more  than  by  the  mechani- 
cal hypothesis.  Some  of  these  cases  are  young  girls,  others 
young  women,  whose  troubles  date  from  marriage  or  a  period 
ol  ill-health.  In  most  of  them  there  is  nothing  to  suggest  a 
source  of  infection,  and  cases  in  which  parturition  and  abor- 
tion have  been  the  starting  point  are  equally  free  from  any 
indication  of  infection.  The  uterus  and  appendages  have  a  com- 
plicated life  history.  The  increase  in  muscular  and  vascular 
tissue  relative  to  the  uterine  connective  tissue  doubtless  begins 
some  years  before,  and  continues  for  some  years  after  menstru- 
ation is  established.  During  childhood  the  uterus  contains 
about  half  as  much  muscle  as  it  does  connective  tissue ;  during 
adolescence  there  is  a  relative  increase  of  muscle.  This  relative 
overgrowth  of  muscle  is  accompanied  by  an  increase  in  the 
vascular  supply.  Should  the  growth  of  the  uterine  blood 
vessels  outpace  for  a  time  the  growth  of  the  muscle,  hyperemia 
is  the  result.  Failure  of  the  muscle  to  grow  with  the  vessels 
is  probably  the  true  pathology  of  menorrhagia  at  and  soon  after 
puberty.  Softening  and  enlargement  of  the  organ  follows  if 
the  muscle  does  not  regain  its  ascendency ;  if  the  condition  per- 
sists long  enough  fibrosis  supervenes  as  a  result  of  prolonged 
venous  congestion. 

The  retrogressive  tissue  changes  of  the  menopause  demand 
consideration.  Hemorrhage  near  the  menopause  may  indicate 
either  that  the  natural  muscular  atrophy  is  in  advance  of  the 
natural  arterial  degeneration  or  that  pathological  changes  are 
present.  Pain  is  caused  by  anomalies  in  the  function  of  ovula- 
tion, and  the  blood  escaping  from  a  ruptured  Graafian  follicle 
may  set  up  a  very  mild  peritonitis  and  produce  adhesions. 
Varicosity  of  the  veins  or  venous  congestion  leading  to  sclero- 
sis of  the  ovary  are  painful  also.  The  changes  in  the  tissues 
and  in  the  musculo-vascular  relations  of  the  tissues  during 
parturition  and  involution  are  enormous,  and  have  wider  and 
more  far-reaching  consequences  than  the  usual  writings  on 
subinvolution  and  superinvolution  give  one  to  suppose. 

General  diseases  are  often  the  causes  which  disturb  the  nerv- 
ous control  and  vascular  supply  of  these  organs.  Degenera- 
tion of  the  uterine  muscle  occurs  in  many  cases  of  anemia 
associated  with  amenorrhea,  while  all  causes   of  backward 
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pressure  can  aggravate  or  even  originate  pelvic  congestion  so 
as  to  produce  symptoms  and  tissue  changes.  A  serious  prob- 
lem is  the  real  relationship  between  retroversion  and  uterine 
disease.  When  the  fundus  is  bent  over  and  falls  into  Douglas's 
pouch  the  uterine  vessels  are  acutely  twisted,  and  the  conges- 
tion thus  produced  appears  able,  when  cooperating  with  other 
factors,  to  produce  softening  and  enlargement  of  the  uterus,  fol- 
lowed by  retroflexion  and  changes  in  the  cervix  and  ultimately 
by  fibrosis.  This  pomt  still  calls  for  further  investigation,  but 
this  restatement  may  perhaps  prove  to  contain  enough  truth  to 
justify  the  direct  treatment  of  retroversion  in  certain  cases. 

♦    ♦ 

O.  C.  Welboum,  M.D. : 

In  actual  practice  we  meet  with  two  kinds  of  eclampsia. 
One  is  pseudo-eclampsia,  which  is  a  functional  disturbance  of 
the  nervous  system  and  is  readily  relieved  by  any  one  of  half 
a  dozen  remedies.  The  other,  the  true  eclampsia,  is  preceded 
by  certain  definite  pathological  conditions  which  so  disturb  the 
vital  forces  that  remedies  are  of  little  if  any  value,  after  the 
seizure  is  once  fairly  started.  Having  seen  many  entirely 
competent  physicians  unsuccessfully  combat  this  disease  I  have 
sought  for  other,  and  possibly  better  means  than  those  usually 
employed.  Starting  with  the  well-known  fact  that  th  sooner  a 
patient  is  delivered  after  the  eclampsia  has  b^^n,  the  better  the 
prognosis,  it  seems  reasonable  to  suppose  that  if  she  could  be 
delivered  before  the  convulsions  had  begun  at  all,  there  would 
be  no  eclampsia.  This  conclusion  being  accepted  it  remains  to 
be  determined  what  conditions  are  premonitory  of  the  disease, 
also  the  best  method  of  effecting  immediate  delivery.  This  I 
shall  endeavor  to  indicate  by  detailing  the  facts  of  a  case  which 
recently  passed  through  my  hands. 

Mrs.  M.,  age  thirty-seven,  primipara.  Had  not  menstruated 
for  8yi  months.  Thinks  she  felt  motion  once,  but  is  not  sure. 
Complains  of  dyspnea  and  says  her  eyelids  are  greatly  swollen 
of  mornings.  Constipated.  Urine  thick  and  scanty.  Poor 
appetite.  Had  been  given  a  diagnosis  of  extra-uterine  gesta- 
tion. Physical  examination  showed  both  ascites  and  anasarca. 
Heart  action  fair.  Pigmentation  of  nipples  and  areola  not 
materially  increased.  Mammary  glands  not  well  developed  and 
inactive.  Liver  slightly  enlarged.  Both  kidneys  tender.  Ab- 
domen distended,  uterus  in  medium  line  and  regularly  enlarged 
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with  fundus  one  inch  below  umbilicus.  Fetal  heartbeats  dis- 
tinctly heard  in  right  iliac  region.  Inspection  of  vulva  re- 
vealed no  unusual  conditions,  but  the  vagina  showed  the  typical 
congestion  of  pregnancy.  Cervix  and  os  both  quite  un- 
developed. Examination  of  the  urine  showed  a  large  quantity 
of  albumen,  trace  of  sugar,  epithelial  and  granular  casts.  I 
made  a  diagnosis  of  intra-uterine  pregnancy,  and  advised  im- 
mediate delivery  for  the  threatened  eclampsia. 

She  was  taken  to  the  hospital  and  given  the  usual  prepara- 
tion. Under  general  anesthesia  she  was  taken  to  the  operating 
room  and  placed  in  the  lithotomy  position.  The  vagina  and 
perineum  were  first  dilated,  using  a  set  of  Barnes  cervical 
elastic  rubber  dilators.  The  cervix  being  undeveloped  a  small 
cervical  dilator  was  first  used,  after  which  the  big  Bossi  dilator 
was  applied  and  the  os  expanded  to  a  circumference  of  eleven 
inches.  This  part  of  the  operation  must  be  done  carefully  to 
avoid  lacerations  and  will  sometimes  require  as  much  as  thirty 
minutes.  With  complete  dilatation  the  case  is  resolved  into 
one  for  the  application  of  the  long  forceps  and  the  usual 
methods  of  delivery.  In  the  case  related  the  time  necessary 
for  the  entire  operation  was  only  forty-five  minutes,  and  the 
patient  quickly  regained  consciousness.  Artificial  respiration 
was  necessary  for  the  baby.  It  was  very  poorly  developed, 
weighing  only  four  pounds.  Both  mother  and  child  got  along 
very  well  while  in  the  hospital  and  I  hear  good  reports  from 
them  since.  At  this  writing  about  two  months  after  the  opera- 
tion the  mother  was  greatly  improved  in  health.  The  edema 
has  subsided  and  the  urine  shows  only  a  trace  of  albumen  and 
casts.     Eventually  she  will  fully  recover. 

A  case  of  true  puerperal  eclampsia  is  not  likely  to  gather 
much  glory  for  the  attending  physician.  It  is  a  formidable 
difficulty  and  means  strenuous  work.  Its  prophylasis  is 
worthy  of  much  study. 

The  method  advised  is  of  course  a  major  operation,  yet  with 
the  proper  instruments  it  is  not  so  difficult  as  it  at  first  seems. 

C  L.  Bonifield,  M.D.: 

I  perform  the  operation  for  retro-deviation  of  the  uterus 
as  follows :  Make  the  usual  incision  in  the  median  line.  Deal 
with  complications.  Have  an  assistant  catch  the  fascia  at  a 
point  about  an  inch  and  a  half  above  the  lower  end  of  the  in- 
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cision  and  pull  it  toward  tfie  opposite  side.  With  thumb  and 
finger  seize  the  skin  and  underlying  fat  and  retract  them. 
With  a  sharp  knife  dissect  them  loose  from  the  fascia  to  a 
point  almost  above  the  internal  inguinal  ring.  Make  a  vertical 
incision  through  the  fascia,  take  a  curved  clamp  and  with  it 
separate  the  muscular  fibers  down  to  the  peritoneum.  With 
two  fingers  of  the  other  hand  in  the  abdomen,  the  clamp  is 
guided  under  the  peritoneum  till  it  passes  where  the  round 
ligament  is  seized  and  pulled  out  through  the  opening  in  the 
fascia.  It  is  securely  sutured  to  the  outer  surface  of  the  fascia 
with  chromicized  catgut,  and  the  opening  closed  with  the  same 
material. 

If  the  ligament'  has  not  been  seized  at  the  point  which 
will  raise  the  uterus  to  the  desired  level,  it  is  easy  to  change 
it  by  the  use  of  another  clamp  outside  the  opening  of  the 
fascia.  Sometimes,  in  carrying  the  end  of  the  clamp  over 
the  iliac  artery,  the  peritoneum  is  perforated.  If  so,  no  effort 
is  made  to  get  under  it  again,  but  the  ligament  is  seized,  cov- 
ered with  the  peritoneum,  and  pulled  through  the  opening. 
The  peritoneum  is  then  stripped  off  with  dry  gauze,  to  pre- 
vent pulling  on  the  bladder  as  well  as  to  get  firm  union  of  the 
ligament.  The  other  ligament  is  treated  in  the  same  way, 
taking  care  that  the  opening  through  the  fascia  is  at  the 
same  level  as  its  fellow.  I  claim  no  originality  in  this  technic. 
Of  late  years  the  importance  of  the  sacro-uterine  ligaments 
have  been  much  dwelt  upon  by  Goffe  and  others.  However 
important  these  structures  may  be  from  an  anatomical  stand- 
point or  physiological  standpoint  in  health,  they  do  not  lend 
themselves  to  surgical  procedures  as  readily  as  do  the  round 
ones.  They  contain  few  muscular  fibers,  and  their  attachment 
to  the  uterus  is  such  that  they  work  at  a  mechanical  disad- 
vantage in  holding  it  in  place.  For  this  reason  I  do  not 
depend  on  operation  on  these  ligaments  alone. 

Pessaries  have  fallen  into  disuse,  largely  on  account  of 
impossible  things  being  expected  of  them.  They  are  very 
valuable  means  of  treatment  in  properly  selected  cases.  The 
uterus  must  be  movable,  the  peritoneum  intact,  and  a  fairly 
deep  cul-de-sac  must  exist  in  the  vagina. 

T.  A.  Frazier,  M.D. : 

The  baby  is  bom.  What  shall  we  do  then  ?  What  is  our 
first  duty  to  mother  and  babe?    Which  demands  our  first  at- 
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tention?  When  Ae  youngest  is  born,  if  he  pves  a  lusty  cry 
we  need  not  bother  about  him  for  a  few  minutes,  but  may  turn 
our  exclusive  attention  to  tiie  mother.  If  the  uterus  contracts 
well  on  the  placenta  immediately  after  delivery,  it  is  my  rule 
to  admonish  her  to  be  perfectly  quiet,  so  she  may  r^;ain  her 
strength  and  be  better  fortified  against  the  possibility  of  post- 
partum hemorrhage.  I  at  once  pass  my  left  hand  under  the 
bed-clothing,  and  palpate  the  abdomen;  and,  if  liie  uterus  is 
well  contracted,  I  then  turn  my  attention  to  the  baby ;  but,  if  I 
find  the  uterus  relaxed,  I  at  once  begin  kneading  it  after 
Crede's  method,  and  continue  this  metfiod  until  I  get  firm 
contraction.  And,  should  I  fail  to  get  this  contraction,  it  is  my 
rule  to  grasp  the  fundus  firmly  and  force  it  down  until  the 
placenta  is  expelled,  and  then  continue  the  manipulations  as 
long  as  is  necessary  to  produce  the  proper  contraction.  Some 
good  obstetricians  make  a  routine  practice  of  administering 
ergot  as  sooji  as  the  child  is  bom;  but  this,  I  believe  to  be 
capable  of  much  mischief.  It  is  my  rule  to  have  the  ergot 
handy,  and,  if  the  uterus  is  relaxed,  I  give  two  drams  just 
before  removing  the  placenta;  but  I  am  thoroughly  convinced 
that  the  indiscriminate  use  of  ergot  may  do  mudi  harm. 

But,  should  post-partum  hemorrhage  occur,  we  have  but 
little  time  to  consider  remedies,  for  something  must  be  done 
and  done  at  once.  I  have  had  only  four  cases  of  post-partum 
hemorrhage  in  my  experience;  but,  in  each  of  these  cases,  I 
have  been  able  to  control  the  hemorrhage  by  purely  mechanical 
methods.  When  I  realize  that  I  have  got  this  dreadful  com- 
plication to  deal  with,  I  thrust  my  right  hand  into  the  uterus, 
clench  my  fist,  and,  with  my  left  hand,  I  knead  the  uterus 
through  the  abdominal  walls  and  force  it  to  contract  down  on 
my  right  hand ;  then,  I  gradually  withdraw  the  right  hand,  but 
continue  to  knead  the  uterus  with  the  left  hand,  occasionally 
relaxing  my  grasp;  and  if  the  uterus  is  inclined  to  relax,  I 
renew  the  kneading. 

There  are  various  remedies  recommended  in  post-partum 
hemorrhage,  but  my  experience  teaches  me  that  we  have  no 
time  to  consider  theories,  but  that  we  must  act  promptly  if  we 
would  save  the  patient.  There  are  various  reasons  assigned 
for  the  effect  we  get  from  this  bimanual  manipulation;  but 
the  fact  that  we  get  the  desired  effect  from  it  furnishes,  to  my 
mind,  the  reason— i.e.,  the  right  hand  within  the  uterus  and 
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the  'left  hand  making  pressure  from  without,  act  as  irritants 
and  produce  the  contraction  of  the  uterine  muscles,  which,  in 
turn,  close  up  the  gaping  mouths  of  the  little  vessels  which 
have  been  opened  by  the  expulsion  of  the  placenta. 

There  have  been  various  methods  recommended  for  the 
delivery  of  the  placenta,  and  various  time  limits  recommended 
in  which  to  deliver  it,  but  there  can  be  no  iron-clad  rule  as  to 
the  time  that  should  elapse  between  the  birth  of  the  child  and 
the  delivery  of  the  placenta.  If  the  uterus  does  not  contract 
very  firmly,  I  deliver  the  placenta  at  once;  but,  if  there  is 
firm  contraction,  I  usually  wait  twenty  minutes.  But  every 
patient  is  a  law  unto  herself,  and  the  obstetrician  should  apply 
the  rule  of  common  sense,  for  discretion  in  this,  as  well  as  all 
other  things,  is  the  better  part  of  valor. 

Now,  in  regard  to  the  method,  I  believe  there  is  but  one 
worth  considering,  i.e.,  Crede's  method,  which  is  so  simple  and 
easy  of  execution,  and,  in  my  experience,  has  never  failed. 
Grasp  the  fundus  of  the  uterus  with  the  left  hand,  through  the 
abdominal  muscles  (which  are  always  relaxed),  and  make  firm 
pressure  downward;  at  the  same  time  knead  the  uterus,  but 
never  entirely  withdraw  the  pressure,  and  in  from  one  to  three 
minutes  the  contractions,  thus  stimulated,  will  expel  the  pla- 
centa without  ever  introducing  the  fingers  of  the  right  hand 
into  the  vulva.  After  the  mother  has  rested  for  a  short  time, 
I  have  her  bathed  with  a  warm  bichloride  solution  of  i  to  1500, 
and  I  instruct  the  nurse  to  be  sure  that  the  napkins  are  clean. 
I  have  the  napkins  placed  in  the  oven  of  the  cooking-^tove, 
which  is  always  at  hand,  and  subject  them  to  a  temperature  as 
high  as  possible  without  burning,  and,  in  this  way,  they  are  as 
aseptic  as  if  they  had  been  in  a  sterilizer. 

Samuel  Iglauer,  M.D. : 

There  are  some  points  in  the  technique  of  anesthesia  which 
are  often  neglected  and  to  which  I  should  like  to  refer.  In 
the  first  place,  patients  are  too  often  anesthetized  without  the 
proper  preparation.  This,  in  addition  to  the  physical  examina- 
tion, should  include  the  administration  of  cathartics  the  night 
before  the  operation  as  well  as  some  sedative,  such  as  bromide 
of  potassium,  to  overcome  the  nervousness  of  the  patient  and 
assure  him  of  a  good  night's  rest.  In  addition,  the  patient 
should,  as  far  as  possible,  sterilize  the  mouth  by  the  frequent 
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use  of  the  peroxide  wash,  as  the  danger  of  aspiration  pneu- 
monia is  thereby  diminished.  The  patient  about  to  be  anes- 
thetized should  always  be  in  a  recumbent  posture,  except  where 
ethyl  chloride  or  laughing  gas  is  used,  when  it  is  perfectly  safe 
to  employ  the  sitting  position.  It  is  good  practice  to  joke 
with  the  patient  in  order  to  reassure  him  and  allay  his  fear, 
which  has  a  bad  effect  in  lowering  the  blood-pressure  and  in 
making  the  anesthetic  more  dangerous.  Patients  taking  chloro- 
form should  not  be  urged  to  breathe  deeply,  for  fear  of  an 
overdose.  Patients  should  usually  be  put  under  in  a  room  ad- 
joining the  operating-room  in  order  that  they  may  not  see  the 
instruments.  The  anesthetist  should  have  all  his  instruments, 
hypodermic  syringes,  etc.,  prepared  in  advance.  In  order  to 
have  them  within  convenient  reach  I  have  recently  devised  a 
rack  which  fits  under  the  head  of  the  table  and  which  con- 
veniently holds  all  these  objects.  It  is  important  not  to  jar 
the  patient  in  lifting  him  from  the  stretcher  onto  the  operating- 
table,  as  this  frequently  brings  on  vomiting.  The  position  of 
the  patient's  head  is  too  often  neglected,  and  results  in  the 
tongue  falling  back  and  causing  a  needless  amount  of  anxiety 
and  trouble.  If  the  head  be  rotated  to  one  side,  the  tongue 
seldom  falls  back,  and  the  saliva  can  flow  out  of  the  angle  of 
the  mouth.  The  root  of  the  tongue  sometimes  becomes  en- 
gorged with  blood,  and  without  having  fallen  back  into  the 
pharynx  may  interfere  with  respiration.  In  case  it  becomes 
necessary  to  hold  the  tongue  forward  for  any  length  of  time, 
it  is  much  better  to  do  so  by  means  of  a  suture  passed  through 
the  tongue,  rather  than  by  means  of  a  tongue  forceps,  which 
frequently  leaves  a  very  sore  mouth. 

The  patient  seldom  requires  restraint  if  the  general  anes- 
thesia is  introduced  by  means  of  ethyl  chloride  or  laughing  gas. 

It  is  important  to  watch  the  color  of  the  patient,  and  a  slight 
amount  of  cyanosis  in  the  beginning  of  anesthesia  is  perfectly 
safe  with  ether. 

But  little  importance  need  be  attached  to  the  pupillary  signs 
in  the  early  stage  of  anesthesia,  as  the  pupil  may  be  either 
dilated  or  contracted,  usually  dilated,  with  laughing  gas  or 
ethyl  chloride.  After  the  patient  is  under  we  may  expect  a 
moderately  dilated  pupil  with  ether  and  a  small  pupil  with 
chloroform.  The  significance  of  the  dilated  pupil  is  one  of 
the  most  difiicult  things  to  estimate.     It  may  indicate  insuf- 
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ficient  anesthesia  and  reflex  dilatation,  or  it  may  mean  that  the 
patient  is  profoundly  and  dangerously  narcotized.  In  the 
former  case,  a  fact  not  usually  noted,  it  frequently  happens 
that  the  pupil  will  contract  to  light,  proving  insufficient  anes- 
thesia. Inequality  of  the  pupils  shows  lack  of  co-ordination 
in  the  brain  centers,  and  should  put  the  anesthetizer  on  the 
alert.  Thel  corneal  reflex  may  be  elicited,  but  it  is  important 
not  to  touch  the  eyeball  with  the  finger-nail,  but  rather  with 
the  ball  of  the  finger.  Movements  of  the  eyeball  usually 
indicate  insufficient  anesthesia.  Should  ether  accidentally  drop 
into  the  eye,  it  will  evaporate  with  but  little  damage  if  the  lids 
are  held  apart. 

Holding  of  the  breath  and  the  cough  reflex  are  very  annoy- 
ing. The  latter  is  one  of  the  last  reflexes  to  disappear.  Swal- 
lowing movements  or  sighing  inspiration  indicate  insufficient 
narcosis.  It  sometimes  happens  that  the  patient  will  not 
breathe  deeply,  and  therefore  cannot  be  well  anesthetized  until 
the  incision  is  begun  when  a  few  deep  respirations  ensue  and 
the  anesthesia  then  proceeds  in  the  normal  manner.  Some- 
times the  dilatation  of  a  sphincter  has  the  same  effect  A  fact 
frequently  overlooked  is  that  many  persons  have  nasal  stenosis, 
and  under  anesthesia  this  may  become  exaggerated,  as  in  the 
case  of  adenoid  vegetations,  and  the  anesthetic  only  proceeds 
with  difficulty  and  danger.  Sometimes  the  alse  of  the  nose  are 
sucked  in  during  each  inspiration  and  prevent  proper  breathing. 
In  all  such  cases  it  is  advisable  to  insert  the  mouth-gag  as 
early  as  possible,  or  even  before  beginning  the  anesthetic. 

The  anesthetizer  should  constantly  control  the  temporal 
pulse,  unless  there  is.  a  competent  nurse  to  observe  the  radial 
pulse. 

It  is  important  to  prevent  vomiting  during  anesthesia,  as  this 
brings  on  a  low  blood  pressure,  particularly  dangerous  during 
chloroformization.  Vomiting  can  usually  be  prevented  by 
pushing  the  anesthetic  as  soon  as  the  patient  begins  to  gag. 

It  is  advisable  to  occasionally  move  the  arms  and  limbs  of 
the  patient  in  order  to  prevent  pressure  on  the  nerves  and 
subsequent  crutch  paralysis.  The  newer  operating-tables  are 
provided  with  rounded  edges  to  prevent  pressure  on  the  nerve- 
trunks  of  the  extremities. 

Some  surgeons,  following  Kocher,  preferred  to  erect  a  screen 
over  the  patient's  shoulders,  so  as  to  prevent  the  anesthetist 
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from  watching  the  operation.  This,  in  my  opinion,  is  a  poor 
practice,  because  the  manipulation  of  the  viscera  or  the  traction 
upon  nerves  often  causes  a  sudden  fall  in  blood-pressure,  which 
the  anesthetist  should  be  able  to  anticipate.  I  have  noted,  for 
example,  that  when  a  kidney  or  overy  was  seized  hold  of, 
such  syncope  would  ensue,  and  would  immediately  disappear 
if  the  organ  was  released;  therefore,  although  an  anesthetist 
should  give  his  chief  attention  to  the  patient,  he  should  be  fully 
aware  of  the  nature  and  the  steps  of  the  operation.  The  Tren- 
delenburg position  causes  the  abdominal  viscera  to  press  upon 
the  diaphragm  and  thus  interferes  with  the  action  of  the  heart 
and  lungs.  This  position  should  not  be  maintained  any  longer 
than  absolutely  necessary  for  the  work  of  the  surgeon. 

The  use  of  stimulants  during  anesthesia  is  occasionally  indi- 
cated. They  can  do  little  good,  however,  in  the  presence  of 
circulatory  failure.  It  is  therefore  wise  to  anticipate  trouble 
and  to  give  the  strychnia  or  adrenalin  chloride  as  soon  as  any 
fall  in  blood  pressure  is  noted. 

No  harm  can  result  from  a  saline  transfusion.  Adrenalin 
chloride  may  be  added  to  the  salt  solution,  thus  increasing  the 
tone  of  the  blood-vessels  at  the  same  time  that  they  are  being 
filled. 

Sudden  syncope  during  narcosis  may  result  from  fear,  from 
an  overdose  (i.  e.,  too  high  a  concentric  of  the  anesthetic 
vapor),  from  severe  hemorrhage,  or  from  the  shock  of  in- 
strumentation. For  many  years  there  has  been  a  discussion  as 
to  whether  respiration  or  circulation  ceases  first,  but  for  all 
practical  purposes  it  is  respiration,  for  resuscitation  depends 
chiefly  upon  artificial  respiration.  If  the  patient  is  a  child,  one 
person  may  carry  on  artificial  respiration,  but  in  adults  it  re- 
quires two  persons.  Direct  inflation  of  the  lungs  is  often 
necessary.  In  addition,  the  head  should  be  lowered  and  the 
tongue  drawn  forward  by  rhythmic  traction.  Perhaps  the 
most  effective  method  of  exciting  respiration  is  by  prompt  dila- 
tation of  the  sphincter  of  the  rectum.  In  two  cases  coming 
under  my  own  observation  this  restored  respiration  when  other 
methods  had  seemed  ineffective.  If  the  abdomen  is  open,  the 
surgeon  can  readily  massage  the  heart  through  the  diaphragm. 

In  conclusion  it  may  be  stated :  That  an  anesthetic  should  be 
chosen  for  each  particular  case  after  careful  deliberation ;  that 
ether  is  much  safer  than  chloroform,  that  the  latter  is  prefer- 


Digitized  by 


Google 


Current  Comment.  93 

able  in  some  conditions,  but  that  ether  should  be  the  choice  for 
routine  anesthesia.  It  is  advisable  to  introduce  ether  anes- 
thesia by  means  of  some  more  pleasant  anesthetic,  such  as 
laughing  gas  or  ethyl  chloride.  Nitrous  oxide  is  the  safest 
anesthetic  known.  Ethyl  chloride  is  an  effective,  convenient 
and  comparatively  safe  substance. 

Finally,  no  matter  what  anesthetic  is  employed,  much  de- 
pends upon  the  care,  the  experience,  the  skill  and  the  presence 
of  .mind  of  the  anesthetist. 

J.  B.  Eagleson,  M.D. : 

During  the  past  two  or  three  years  I  recall  twelve  cases  of 
uterine  carcinoma,  nine  of  which  were  inoperable  when  they 
came  to  my  care.  One  consulted  me  for  the  first  uterine 
hemorrhage  which  came  from  a  growth  in  the  fundus;  I  in- 
sisted on  curetting  the  uterus  for  the  purpose  of  diagnosis,  but 
she  objected  and  went  to  another  physician,  who  examined  her 
and  told  her  there  were  no  signs  of  cancer  present.  When  I 
saw  her  next,  about  six  or  eight  months  later,  the  hemorrhage 
was  profuse  and  the  organ  was  so  far  invaded  as  to  make  an 
operation  impossible.  One  case  was  brought  to  the  hospital 
for  repair  of  a  cervical  laceration.  One  had  the  cervix  re- 
paired a  few  months  before,  but  it  did  not  heal.  She  was  then 
kept  in  the  hospital  for  several  weeks  and  treated  for  change 
of  life  by  two  other  physicians.  When  she  came  under  my  ob- 
servation the  whole  cervix  had  sloughed  out,  leaving  simply  a 
ragged  hole  in  the  vault  of  the  vagina. 

One  patient  was  informed  by  a  physician  that  there  was  only 
a  slight  ulceration  of  the  cervix,  which  could  be  healed  in  a 
short  time  by  treatment.  This  case  was  operated  upon,  and 
we  found  not  only  the  cancerous  growth  in  the  cervix,  but 
also  a  mass  of  malignant  tissue  in  the  fundus. 

Several  of  the  patients  had  suflfered  with  hemorrhages  and 
discharges  for  several  months  before  seeking  the  advice  of  a 
physician.  One,  who  had  a  cancer  of  the  fundus,  had  suffered 
severe  pain  for  over  a  year  without  thinking  there  was  any 
serious  trouble. 

Kelly  states  that,  in  412  cases  seen  in  his  clinic,  over  sixty 
per  cent,  gave  a  history  of  a  neglected  uterine  bleeding  lasting 
six  months  or  over.  Just  think  how  many  of  these  might  pos- 
sibly have  been  benefited,  and  some  saved,  had  nature's  red  fla^g 
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only  been  heeded  by  patient  and  doctor.  Let  us  sound  the 
warning  far  and  near  so  that  an  earlier  diagnosis  may  be  made 
in  this  dreadful  disease,  which  is  taking  away  so  many  wives 
and  mothers. 
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The  Practice  of  Obstetrics.  By  J.  Clifton  Edgar,  Professor  of 
Obstetrics  and  Clinical  Midwifery,  Cornell  University  Medical  Col- 
lege, New  York.  Third  edition,  revised.  P.  Blakiston's  Son  &  Co., 
Philadelphia.     1907. 

The  best  recommendation  of  Edgar's  "  Obsterics  "  is  that  the 
first  edition  was  exhausted  in  four  months,  and  now  in  less 
than  three  years  the  medical  public  has  demanded  more  than 
eleven  thousand  copies.  The  author  has  succeeded  admirably 
in  carrying  out  his  intention  "  to  present  the  subject  of  mid- 
wifery from  a  practical  and  clinical  standpoint,  so  that  it  will 
best  facilitate  the  requirements  of  the  student  of  medicine  and 
the  active  obstetrician."  The  author  has  adhered  to  simplicity 
of  classification  and  his  statistics  have  been  drawn  from  twenty- 
two  hundred  confinement  cases  in  hospital  and  out-patient 
work.  Eight  new  subjects  have  been  added  to  this  edition  and 
fourteen  chapters  have  been  re-written  in  whole  or  in  part. 
The  embryology  and  pathology  of  the  subject  have  been 
brought  up-to-date  and  the  section  on  obstetric  surgery 
represents  the  present  advance  in  that  department. 

Diseases  of  the  Nervous  System.  By  John  Eastman  Wilson,  A.B., 
M.D.,  Professor  of  Diseases  of  the  Nervous  System  at  the  New 
York  Homeopathic  College  and  Hospital.  Boericke  &  Runyon, 
New  York  and  Philadelphia.     1909. 

The  writer's  original  purpose  was  to  furnish  a  book  for 
students  upon  the  subject  of  nervous  diseases  which  would  be 
within  their  powers  of  comprehension,  and  contain  a  sufficient 
number  of  dogmatic  facts  to  present,  if  not  an  elaborate,  at 
least,  a  definite  picture  of  neurological  conditions.  It  is  credit- 
able to  the  author  that  he  has  given  so  much  valuable  material 
in  such  a  moderately  sized  book.  The  exposition  of  each 
disease  is  very  thorough,  yet  concise.  The  writer's  well-known 
style  is  especially  adapted  to  this  particular  subject,  which  is 
presented  in  a  masterly  manner.  A  very  valuable  feature  is 
the  therapeutics,  the  indications  for  the  employment  of  home- 
opathic remedies  for  the  treatment  of  nervous  diseases.  In 
this  regard  the  author  shows  a  liberal  attitude  which  probably 
represents  the  practice  of  the  greater  portion  of  the  home- 
opathic school.  The  work  is  well  illustrated  and  we  welcome 
it  as  a  most  valuable  addition  to  the  literature  of  the  subject. 
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Surgery.  Its  Principles  and  Practice.  Edited  by  William  Willlams 
Keen,  M.D.,  LL.D.,  Emeritus  Professor  of  the  Principles  of  Surgery 
and  Clinical  Surgery,  Jefferson  Medical  College,  Philadelphia  ;  and 
John  Chalmers  DaCosta,  M.D.,  Professor  of  the  Principles  of  Sur- 
gery and  Clinical  Surgery,  Jefferson  Medical  College,  Philadelphia. 
Vol.  IV,  with  582  illustrations ;  32  in  colors.  W.  B.  Saunders  Com- 
pany, Philadelphia  and  London.     1908. 

Volume  four  of  this  series  is  extremely  valuable  and  very  . 
interesting,  not  only  in  the  topics  treated,  but,  in  the  fact  that 
the  editors  have  been  so  fortunate  as  to  secure  as  co-laborers 
those  whose  names  are  prominently  identified  throughout  the 
surgical  world  with  the  subjects  of  their  contributions.  It  is 
hardly  necessary  to  more  than  mention  these  excellent  chapters, 
"  Hernia,"  by  Coley ;  "  Surgery  of  the  Bladder,"  by  Bransford 
Lewis ;  "  Stone  in  the  Bladder,"  by  Cabot ;  "  Surgery  of  the 
Prostate  Gland,"  by  Young;  "Surgery  of  the  Penis,"  by 
Harwitz ;  "  Surgery  of  the  External  Genitalia,"  by  Bevan  ; 
"  Surgery  of  the  Appendix,"  by  Murphy ;  "  Surgery 
of  the  Rectum,"  by  Abbey,  and  "  Surgery  of  the 
Ear,"  by  Dench,  to  amply  illustrate  the  force  and 
application  of  our  statement.  Those  other  special  articles, 
"  Surgery  of  the  Intestines,"  by  Van  Hook;  "  Surgery  of  the 
Kidney,"  by  Ransohoff,  and  "  Surgery  of  the  Eye,"  by 
Schweinitz,  are  also  most  excellent.  It  would  be  impossible 
to  go  into  detail  regarding  the  individual  contributors,  but  it  is 
well  to  note  that  much  valuable  and  up-to-date  information  is 
condensed  into  about  one  hundred  pages  for  the  large  articles, 
which  certainly  contain  the  essence  of  their  subjects.  The 
editors  and  publishers  are  to  be  congratulated  for  having  done 
their  work  so  satisfactorily,  and  placed  such  an  excellent 
volume  within  the  reach  of  the  profession. 

Treatment  of  Fractures.  By  Charles  L.  Scudder,  M.D.,  Surgeon 
to  the  Massachusetts  General  Hospital.  Sixth  edition,  revised  and 
enlarged,  profusely  illustrated.  W.  B.  Saunders  Company,  Phila- 
delphia and  London.     1907. 

The  general  employment  of  the  Roentgen  ray  to  assist  in  the 
diagnosis  of  fractures  and  dislocations,  makes  the  treatment 
easier  and  more  satisfactory,  but  increases  the  responsibility  of 
the  medical  attendant.  The  treatment  of  these  conditions  still 
brings  in  its  train  damage  suits  for  malpractice  where  the 
patient  is  dissatisfied  with  the  result,  due  either  to  poor 
technique  on  the  part  of  the  physician  or  his  lack  of  that  divine 
power  of  perfect  restoration.  The  use  of  general  anesthesia, 
operative  procedures,  and  the  radiograph,  have  done  much  to 
improve  results  in  bone-setting.  Scudder  represents  in  a  con- 
cise and  well  illustrated  form  the  most  efficient  methods  of 
treating  fractures  of  the  bone.  Some  operative  measures  are 
described  and  the  advisability  of  operation  discussed  at  length. 
The  appearance  of  the  new  sixth  enlarged  edition  testifies  prac- 
tically to  the  popularity  of  this  work. 
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Obstetrics  for  Nurses.  By  Joseph  B.  De  Lee,  M.D.,  Professor  of 
Obstetrics  in  the  Northwestern  University  Medical  School,  Chicago. 
Third  revised  edition,  fully  illustrated.  W.  B.  Saunders  Company, 
Philadelphia  and  London.     1908. 

The  work  was  written  primarily  for  nurses,  the  author 
states,  but  we  believe  that  students  will  also  find  it  very  useful, 
as  frequently  the  duties  of  the  nurse  devolve  upon  him  in  the 
early  years  of  his  practice.  The  subject  is  practically  con- 
sidered as  two  subjects,  obstetrics  for  nurses  and  the  actual 
obstetric  nursing,  and  Dr.  De  Lee  has  made  them  mutually 
helpful.  The  illustrations  are  original,  some  of  them  having 
been  taken  from  actual  scenes  photographed  by  the  author,  and 
in  this  third  edition  three  new  illustrations  have  been  added. 
Bier's  congestion  treatment  for  mastitis  is  described,  and  also 
some  material  added  to  the  chapter  on  infant  feeding,  regard- 
ing the  latest  practice.  The  text  is  the  outgrowth  of  eight 
years'  lecturing  to  nurses  in  four  different  hospitals. 

Surgical  Diseases  of  the  Chest.  By  Carl  Beck,  M.D.,  Professor  of 
Surgery  in  the  New  York  Post-Graduate  Medical  School  and  Hos- 
pital, New  York.  Sixteen  colored  and  162  other  illustrations.  P. 
Blakiston's  Son  &  Co.,  Philadelphia. 

Beck  has  performed  a  service  for  which  the  medical  profes- 
sion should  be  grateful,  in  giving  an  impetus  to  more  careful 
consideration  of  surgery  of  the  chest,  which  cavity  has  been 
swamped  by  the  overwhelming  interest  in  abdominal  explo- 
ration. The  revolutionists,  bacteriology,  asepis,  and  the 
Roengten  ray  have  shed  new  light  and  lead  to  new  surgical 
possibilities,  and  Beck  very  successfully  makes  these  procedures 
apply  to  surgery  of  the  chest.  The  work  is  very  complete, 
including  the  anatomy  and  surgery  of  the  thoracic  wall,  intra- 
thoracic organs,  Roengten  methods  in  thoracic  surgery,  sub- 
phrenic abscess,  and  concluding  with  diseases  of  the  breast. 

Diseases  of  the  Genito-Urinary  Organs  and  the  Kidneys.  By 
Robert  Holmes  Greene,  A.M.,  M.D.,  Professor  of  Genito-Urinary 
Surgery,  Fordham  University,  and  -Harlow  Brooks.  M.D..  Assist- 
ant Professor  of  Pathologic  Anatomy,  University  and  Bellevue 
Medical  School,  New  York.  Two  hundred  and  ninety-two  illus- 
trations.    W.  B.  Saunders  Company,  Philadelphia  and  London. 

The  authors  have  been  successful  in  writing  a  work  which 
shall  describe  the  more  important  diseases  of  the  urogenital 
tract.  They  have  incorporated  such  methods  of  treatment,  as 
in  their  hands  have  been  found  beneficial  and  practical  from 
the  standpoint  of  the  practitioner.  The  point  of  view  has  been 
one  that  would  appeal  to  the  practical  physician  who  is  con- 
stantly meeting  these  conditions.  The  work  being  the  con- 
joined product  of  both  a  surgeon  and  a  physician,  is,  therefore, 
a  resume  of  both  the  medical  and  surgical  aspect  of  genito- 
urinary diseases. 
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A  Manual  OF  Orthopedic  Surgery.  By  Augustus  Thorndike,  M.D., 
Assistant  in  Orthopedics  at  the  Harvard  Medical  School.  Illus- 
trated.    P.  Blakiston's  Son  &  Co.,  Philadelphia. 

The  author  in  this  brochure  presents  "  Orthopedic  Surgery," 
so  that  the  deformities  are  grouped  etiologically  and  chrono- 
logically. Part  I  comprises  antenatal  deformities,  errors  of 
development  of  the  skeleteon  and  nervous  system,  and  acci- 
dents of  birth.  Part  II,  deformities  due  to  the  external  action 
on  growth.  Part  III,  diseases  and  injuries  of  joints.  Part 
IV,  deformities  from  acquired  diseases  of  the  nervous  and 
muscular  system.  Part  V,  plaster  of  paris  and  use  of  ortho- 
pedic apparatus.  It  is  a  most  useful  volume,  particularly  for 
the  student,  but  also  will  be  found  helpful  for  the  general  prac- 
titioner. 

The  Operating  Room  and  the  Patient.  By  Russell  S.  Fowler,  M.D., 
Surgeon  to  the  German  Hospital,  Brooklyn,  New  York.  Second 
edition,  revised  and  enlarged.  W.  B.  Saunders  Company,  Phila- 
delphia and  London. 

This  voliune  will  be  of  great  service  to  the  surgeon  in  giving 
his  directions  to  nurse  and  assistants.  It  is  devoted  entirely 
to  those  subjects  which  have  to  do  with  an  operation,  prepara- 
tions preceding  an  operation  and  sterilization  of  materials 
used  such  as  sutures,  solutions,  and  dressings,  also  the  arrange- 
ment of  operating  room  at  home  and  in  the  hospital.  One 
chapter  is  devoted  to  the  positions  and  arrangement  of  the 
patient  for  operative  treatments,  and  is  profusely  illustrated. 
Tables  are  arranged  which  at  a  glance  indicate  the  instruments 
to  be  used  at  any  operation,  and  the  parts  on  post-operative 
treatment  are  concise  and  complete.  Dr.  Fowler  has  presented 
in  a  practical  volume  the  technique  and  best  methods  of  the 
present  day,  and  the  surgeon  need  but  add  any  special  pro- 
cedure of  his  own  to  make  the  work  a  guide. 

Gynecology  and  Abdominal  Surgery.  By  Howard  A.  Kelly,  M.D., 
F.R.C.S.,  Professor  of  Gynecological  Surgery  at  the  Johns  Hopkins 
University,  Baltimore,  and  Charles  P.  Noble,  M.D..  Clinical  Pro- 
fessor of  Gynecology  at  the  Woman's  Medical  College,  Philadelphia. 
In  two  volumes.  Volume  II.  W.  B.  Saunders  Company,  Phila- 
delphia and  London.     1908. 

This  second  volume  of  Kelly  and  Noble  is  devoted  largely  to 
abdominal  surgery  and  those  conditions  which  were  formerly 
considered  without  the  pale  of  the  gynecologist.  The  editors 
quite  frankly  and  very  properly  credit  the  gynecologist  with 
having  made  possible  the  present  status  of  abdominal  surgery. 
It,  therefore,  seemed  consistent,  in  order  to  make  the  subject 
complete,  to  cover  the  entire  field,  omitting  only  those  elemen- 
tary matters  found  in  every  text-book.  This  is  a  work 
primarily  intended  for  the  operating  surgeon,  consequently 
special  attention  has  been  paid  to  modern  surgical  technique, 
the  operations  themselves  have  been  profusely  illustrated  with 
accurate  and  graphic  drawing;  in  fact,  the  surgical  works  with 
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which  Kelly  has  been  identified  have  set  standards  in  drawings 
and  colored  illustrations  that  have  never  been  equaled.  The 
present  work  is  a  model  in  that  respect  and  will  prove  of  the 
greatest  value  to  the  practical  surgeon.  Among  the  articles  of 
special  value  are :  Williams  on  "  Extra-Uterine  Pregnancy  " ; 
"  Operations  upon  the  Gall  Bladder  and  Gall  Ducts,"  by 
Oschner;  "Operations  on  the  Stomach,"  by  Mo3mihan; 
"Surgery  of  the  Stomach  and  Intestines,"  by  Mo)aiihan, 
Finney,  and  Murphy,  and  "  Surgery  of  the  Vermiform 
Appendix,"  by  Kelly.  There  are  many  other  interesting 
features  by  well-known  contributors,  which  make  the  subject 
practical  and  complete,  without  the  endless  mass  of  unneces- 
sary details  so  common  in  works  of  this  character. 

Gbnbral  Surgkry.  By  Ehrich  Lexer,  M.D.«  Professor  of  Surgery  at 
the  University  of  Konigsberg.  American  Edition  by  Arthur  Deak 
Bevan,  M.D.,  Professor  and  Head  of  the  Department  of  Surgery, 
Rush  Medical  College,  Chicago,  and  Dean  Lrwis,  M.D.,  Assistant 
Professor  of  Surgery,  Rush  Medical  College,  Chicago.  Four  htm- 
dred  and  forty-nine  illustrations,  partly  in  colors.  D.  Appleton  and 
Company,  New  York  and  London.     1908. 

The  American  editors  believe  that  the  Continental  plan  of 
using  the  terms  "  General  "  and  "  Special  "  Surgery,  are  prefer- 
able to  the  divisions  made  in  England  and  America,  "  Science 
and  Art  of  Surgery "  and  "  Principles  and  Practice  of 
Surgery."  The  former  divisions  are  considered  more  advis- 
able for  the  reason  that  certain  general  principles  of  pathology, 
therapeutics,  and  technique  which  apply  to  all  fields  of  surgery, 
should  be  thoroughly  mastered  by  the  student  and  practitioner, 
so  that  their  application  to  special  surgical  conditions  will  be- 
come intelligent  and  scientific.  The  subject  of  general  surgery 
should  then  be  studied  before  regional  and  special  surgery  is 
taken  up,  and  in  this  way  a  proper  and  lasting  foundation  is 
laid.  This  scheme  of  study  has  left  its  imprint  upon  all 
surgeons  who  have  studied  upon  the  Continent,  and  has  been 
manifest  in  the  ease  with  which  they  keep  abreast  with  the 
increasing  knowledge  that  has  marked  the  rapid  advance  in 
surgery.  This  is  noticeable  in  the  recent  development  concern- 
ing infection  and  immunity,  and  the  application  of  this  knowl- 
edge to  surgery.  The  editors  have  added  valuable  material  in 
the  chapters  on  "  Blastomycosis,"  "  Blood  Examinations  in 
Surgery,"  and  Wright's  "  Opsonins  and  Vaccination  Treat- 
ment," and  an  abstract  from  Crile's  work  on  "  Direct  Trans- 
fusion of  the  Blood."  The  work  of  Lexer  has  a  distinct  field 
in  this  country,  and  its  careful  study  is  recommended  alike  to 
surgeon  and  student. 

Illustrated  Catalogue.  Issued  by  W.  B.  Saunders  and  Company, 
New  York  and  London.    1909. 

We  have  just  received  the  illustrated  catalogue  of  W.  B. 
Saunders  &  Company,  of  Philadelphia.    This  book  contains  a 
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complete  list  of  the  publications  of  these  medicaLpublishers,  and 
appears,  on  glancing  through  it,  to  be  a  census  of  the  leading 
American  and  foreign  authorities  in  every  branch  and  specialty 
of  medical  science.  New  books  are  being  added  and  new 
editions  issued  with  a  rapidity  which  speaks  well  for  the 
success  and  progressiveness  of  the  house.  The  catalogue  is 
attractively  put  up  and  is  representative  of  the  house. 


l?ratttWtmt«* 


Operative  Treatment  of  Embolism  of  Pulmonary  Artery. 
— In  the  Zentralbl.  f.  Chir.,  Trendelenburg  publishes  a  second 
contribution  on  the  surgical  treatment  of  embolism  of  the  pul- 
monary artery,  and  describes  an  operation  which  he  has  been 
led  by  the  results  of  further  research  on  animals  and  on  the 
human  cadaver  to  regard  as  one  relatively  simpler  and  less 
formidable  than  that  previously  described.  This  improved 
method,  he  points  out,  does  not  necessitate  forcible  mani- 
pulation and  incision  of  the  heart.  Below  the  clavicle  on  the 
left  side  a  tongue-shaped  flap  about  4  in.  in  length  is  taken 
from  the  soft  parts  of  the  wall  of  the  chest;  the  base  of  this 
flap  being  over  the  left  margin  of  the  sternum,  while  its  upper 
margin  corresponds  with  the  lower  margin  of  the  first  rib, 
and  its  lower  margin  with  the  upper  margin  of  the  third  rib. 
The  second  rib  is  then  divided  at  a  distance  of  about  3  in. 
from  its  sternal  attachment,  and  turned  upwards  and  in- 
wards, together  with  the  flap,  over  the  front  of  the  sternum. 
The  pericardium,  now  exposed  in  the  opened  pleural  cavity,  is 
taken  up  by  two  forceps  and  incised,  care  being  taken  to  avoid, 
and  to  cut  in  front  of  the  phrenic  nerve.  The  incision  in  the 
pericardium  is  now  extended  upwards  and  backwards  until 
the  whole  of  the  upper  half  of  the  cavity  has  been  opened,  the 
lower  half  remaining  closed  with  the  heart  untouched.  The 
margins  of  the  incision  being  attached  to  the  lips  of  the  ex- 
ternal wound  by  small  clamps  or  by  sutures,  the  pulmonary 
artery  and  the  ascending  aorta  are  freely  exposed. 

A  sharply-bent  sound,  provided  at  one  end  with  a  handle 
and  at  the  other  end  with  an  olive-shaped  head,  and  of 
the  length  and  thickness  of  a  catheter  of  medium  size,  is  then 
carefully  passed  along  the  outer  side  of  the  pulmonary  artery 
into  the  pericardial  sac,  and  then  across  the  transverse  sinus 
of  the  pericardium,  behind  both  pulmonary  artery  and  aorta, 
until  its  head  projects  at  the  outer  margin  of  the  sternum. 
The  transverse  sinus,  it  is  stated,  will  readily  permit  the 
passage  of  the  operator's  finger,  which,  if  it  be  necessary,  can 
be  used  to  guide  the  sound.  The  pulmonary  artery,  together 
with  the  aorta,  having  been  drawn  forwards  towards  the  sur- 
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face  of  the  chest,  and  kept  under  control  by  the  pressure  of 
the  sound,  the*  former  vessel  is  stripped  of  its  enveloping 
layers  of  pericardium  and  fat  by  means  of  forceps,  so  that  a 
considerable  extent  of  its  outer  coat  is  freely  exposed  along 
the  level  of  the  valves.  The  operator,  while  compressing  with 
a  finger  of  his  left  hand  the  lower  part  of  the  vessel,  makes 
a  small  longitudinal  incision  through  the  exposed  distal  por- 
tion of  its  wall,  and  then,  on  introducing  a  small  pair  of 
forceps,  endeavors  to  catch  and  remove  the  clot.  This  hav- 
ing been  effected,  the  wound  in  the  pulmonary  artery  is  se- 
curely compressed  by  a  special  clamp,  and  after  the  com- 
pressing finger  and  the  long  bent  sound  have  been  removed, 
and  the  vessel  has  regained  its  natural  position,  the  opening 
is  permanently  closed  by  silk  sutures  without  atiy  loss  of  blood. 
The  clamp  is  then  removed,  and  the  operation  completed  by 
closure  of  the  wound  in  the  pericardium,  and  replacing  of  the 
external  flap. 

The  author  states  that  he  has  performed  this  operation  on  a 
calf,  and  thus  removed  with  complete  success  an  artificial 
embolus  6  in.  in  length,  which,  after  introduction  into  the 
jugular  vein,  had  been  carried  into  the  left  branch  of  the 
pulmonary  artery. 

A  Method  of  Shortening  Normal  Labor. — T.  Landau  de- 
scribes a  method  which  he  has  employed  for  the  purpose  of 
shortening  normal  labors  (Berl.  klin.  Woch.)  He  only  ap- 
plies the  method  when  the  pains  are  regular  and  strong  and 
the  head  lies  in  the  pelvis.  He  passes  one  or  two  fingers,  or 
even  more,  into  the  cervical  canal,  and  manually  dilates  the 
OS,  pressing  the  lips  of  the  same  over  the  progressing  fetal 
head.  This  is  carried  out  without  anesthesia.  The  attempts 
must  be  limited  to  the  period  of  the  pains,  and  the  head  must 
be  fixed  sufficiently  to  insure  that  the  manipulations  do  not 
force  it  back.  He  considers  that  gloves  should  always  be 
worn  for  its  performance,  and  that  before  the  fingers  are 
inserted,  the  external  genitals  should  be  disinfected. 

The  manipulations  usually  induce  powerful  contractions  on 
the  part  of  the  uterus,  and  thus  within  a  short  time  the  rigidity 
of  the  OS  passes  away  without  any  damage  ensuing  to  the 
mother.  He  realizes  that  the  method  is  not  new,  but  he  states 
that  it  is  not  mentioned  in  any  text-book  at  the  present  day. 
He  does  not  believe  that  it  is  dangerous,  provided  that  one 
is  particular  with  regard  to  asepsis.  The  stretching  must  be 
carried  out  without  any  undue  force,  so  that  no  risk  of  tearing 
the  parts  is  present.  His  method  differs  from  the  manual 
dilatation  for  combined  version  in  that  the  latter  is  imdertaken 
for  pathological  conditions  such  as  eclampsia,  placenta  previa, 
etc.,  while  the  former  aims  at  shortening  the  normal  labor. 
He  publishes  the  details  of  the  method  because  he  feels  that 
at  the  present  day  the  tendency  to  make  incisions  in  all  situa- 
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tions  and  under  all  sorts'  of  conditions  has  gone  much  too  far, 
and  he  is,  therefore,  anxious  to  stem  this  inclination.  Further, 
he  speaks  openly  against  the  attempt  to  render  the  labor 
painless  by  various,  liy  no  means  harmless,  medicaments — 
for  example,  morphine-scopolamine — instead  of  attempting  to 
shorten  the  time  during  which  the  parturient  woman  has  to 
suffer  pain. 

Poisoning  Due  to  a  Twisted  Parovarian  Cyst. — Paucot 
and  Vanverts  (Le  Nord  Med.)  have  recently  seen  a  woman, 
aged  45,  who  was  taken  with  violent  and  sudden  pain  in  the 
abdomen  on  November  9th.  Quite  regular  for  many  years, 
her  periods  had  recently  been  very  irregular.  For  three  weeks 
she  suffered  from  intermittent  diarrhea.  The  day  that  she  was 
seen  by  the  authors  she  had  violent  abdominal  pain,  quickly 
becoming  generalized,  and  vomited  frequently.  Examination 
revealed  a  tumor  in  the  right  side  of  the  abdomen.  The  uterus 
was  not  freely  movable.  In  the  right  lateral  vaginal  cul-de-sac 
was  found  a  fluctuating  mass,  which  moved  with  the  abdom- 
inal tumor.  The  patient  was  given  an  injection  of  morphine, 
and  had  a  good  night.  Next  day  the  tumor  was  more  easily 
defined.  The  same  evening  the  patient's  temperature  rose 
slightly,  and  her  pulse,  which  had  been  normal,  rose  to  104. 
At  the  operation,  which  was  performed  the  next  day,  the 
peritoneum  was  found  to  be  healthy.  A  cyst  was  found  with 
black  walls,  and  a  pedicle  which  had  become  twisted.  The 
cyst  was  removed,  as  also  were  two  other  smaller  ones.  The 
day  after  the  operation  the  patient's  pulse  was  rather  irregular, 
and  two  days  after  it  became  very  irregular,  missing  every 
third  or  fourth  beat.  Her  temperature  remained  slightly  raised. 
On  the  third  day  the  temperature  had  risen  to  39.5**,  and  the 
pulse  was  120.  There  was  no  abdominal  pain  and  no  disten- 
tion. There  was  slight  yellowing  of  the  conjuctivae.  Calomel 
was  given  in  small  doses.  The  patient  gradually  recovered, 
and  in  three  weeks  was  getting  up.  The  authors  consider  that 
the  fever  after  the  operation  was  due  to  an  intoxication,  not 
to  an  infection,  and  to  have  been  due  to  absorption  of  gangren- 
ous tissues  in  the  stump  of  the  pedicle.  They  conclude  that, 
had  the  operation  been  delayed  longer,  the  patient  would  have 
run  great  danger  from  a  continuance  of  the  intoxication. 

Fibromata  of  the  Abdominal  Wall.— Lecene  and  Delmare 
(Prog.  Med.)  consider  that  fibromata  of  the  abdominal  wall 
are  somewhat  rare,  and  have  not  received  sufficient  study. 
Guinard  has  written  that  they  are,  in  the  majority  of  cases, 
fibromata  of  the  round  ligament.  This,  the  authors  say,  is  an 
entirely  wrong  conclusion.  Several  authorities  have  written 
that  these  tumors  are  well  defined,  and  often  encapsulated, 
but  can  easily  be  shelled  from  their  capsule.  The  authors, 
having  recently  examined  three  fibromata  removed  from  the 
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abdominal  wall,  have  in  every  instance  found  that  the  tissue 
of  the  tumors  becomes  at  their  periphery  mixed  with  the  mus- 
cular tissue  of  the  abdominal  wall.  The  first  of  these  fibromata 
was  quite  small,  situated  in  the  transversalis  muscle.  In  front 
it  was. easily  separated  from  the  muscle  tissue,  but  behind  it 
was  continuous  with  the  fibers  and  the  aponeurosis  of  the 
transversalis  muscle.  The  peritoneum  had  also  become  adher- 
ent to  the  growth.  The  second  tumor  also  was  in  part  firmly 
adherent  to  the  muscle  in  which  it  was  growing.  The  third 
tumor  was  large,  and  occupied  the  region  of  the  iliac  fossa. 
This  tumor  was  for  the  most  part  easily  separable  from  the 
surrounding  tissues;  but  behind  it  was  attached  by  a  sort  of 
pedicle  composed  of  a  bundle  of  muscular  fibers.  Sections 
of  these  tumors  showed  that  they  were  pure  fibromata.  The 
most  interesting  sections  were  those  taken  through  the  per- 
iphery of  the  tumors,  showing  the  mingling  of  the  fibers  of 
the  tumors  with  the  muscle  fibers,  and  the  gradual  destruction 
of  the  latter  by  the  tissues  of  the  new  growth.  Those  sections 
give  an  explanation  of  the  frequent  recurrences  which  take 
place  after  the  removal  of  a  fibroma  from  the  abdominal  wall. 
One  conclusion  arrived  at  by  the  authors  is  that  these  tumors 
should  only  be  shelled  out  when  they  come  away  quite  easily ; 
when  the  tumor  is  attached  to  the  muscle  firmly,  it  must  be 
removed  by  free  incision  of  the  surrounding  muscle  tissue. 
By  this  means  only  can  recurrence  be  prevented. 

The  Radical  Cure  of  Hernia. — Ernest  v.  Hiickl  (Pester 
Med.-Chir.  Presse)  always  gives  the  preference  in  certain 
cases  of  hernia  to  Kocher's  method  of  radical  cure.  He  mod- 
ifies it,  however,  in  two  particulars.  V.  Hiickl's  skin  incision 
is  the  same  as  Kocher*s,  with  the  exception  that  it  is  shorter, 
being  only  2  to  4  c.  cm.  in  length,  according  to  the  size  of 
the  hernia,  and  never  extending  outwards  as  far  as  the  internal 
opening  of  the  inguinal  canal.  The  advantages  claimed  for 
this  modification  are:  (i)  That  the  skin  over  the  inner  open- 
ing of  the  canal  is  intact  and  without  a  scar — that  is,  just 
at  the  point  where  the  intra-abdominal  pressure  comes  most 
strongly  into  action;  (2)  that  the  shorter  incision  saves  time 
both  in  making  and  in  suturing.  Again,  Kocher  draws  the 
closed  sac  behind  the  fascia  of  the  external  oblique  muscle 
and  fixes  it  so  as  to  cover  the  front  of  the  now  closed  inguinal 
canal.  V.  Hiickl  does  the  same  thing,  but  the  sac  is  drawn 
behind  fascia  and  intact  skin  to  a  point  near  the  anterior  iliac 
spine,  where  the  skin  is  pierced  and  the  sac  drawn  through 
and  fixed  by  one  or  two  sutures.  The  protruding  part,  if  any, 
is  resected  and  the  skin  wound  closed  with  a  single  stitch. 
The  cases  operated  on  by  v.  Hiickl  in  this  way  numbered  32. 
Thirty  of  these  were  reducible,  2  were  incarcerated.  The  ages 
of  the  patients  varied  from  2  to  55.  In  the  30  reducible  cases 
the  incision  healed  in  fourteen  days,  in  the  incarcerated  cases 
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in  fifteen  days.  In  one  case,  where  the  sac  necrosed,  healing 
required  thirty  days.  The  author  attributes  the  death  of  the 
sac  to  the  fact  that,  although  the  sac  wall  was  extremely  thick, 
he  used  the  usual  cross  suture  and  not  a  purse-string  suture. 
The  cases  have  been  under  observation  four  years,  but  there 
has  been  no  relapse.  No  patient  has  worn  a  truss,  andj  almost 
without  exception,  the  patients  were  hard-working  people. 
The  operation  was  performed  14  times  under  chloroform,  17 
times  under  anesthesia  by  infiltration  (Schleich),  and  once 
under  complete  analgesia  through  subarachnoid  injection  of 
stoyaine.  Only  2  cases  of  incarcerated  hernia  were  operated 
upon  after  this  method,  because  these  cases  are  nearly  always 
brought  for  operation  at  so  late  a  stage  that  the  circumstances 
indicate  some  other  method. 

The  Induction  of  Labor. — Both  from  the  scientific  and 
the  ethical  point  of  view  a  pregnancy  should  only  be  inter- 
rupted when  the  lives  of  the  mother  or  the  fetus  or  both  are 
endangered  by  its  continuation.  W.  Hannes  (Muench..  med. 
Woch.)  dismisses  the  reasons  for  inducing  premature  labor  in 
the  interests  of  the  fetus  by  stating  that  only  when  one  has  cause 
to  believe  that  the  fetus  will  die  toward  the  end  of  the  preg- 
nancy is  one  justified  in  making  an  attempt  to  save  its  life  by 
bringing  it  prematurely  into  the  world.  This  must  naturally 
not  be  performed  before  the  end  of  the  twenty-eighth  week. 
But  whether  the  interruption  of  pregnancy  be  undertaken  in 
the  interest  of  the  mother  or  of  the  child,  it  must  always  be 
carried  out  in  such  a  way  as  to  produce  no  harm  to  either. 

The  work  of  Weidenbaum,  and  Jung,  has  shown  that  the 
rhythmical  contraction  of  the  uterine  muscular  wall  is  produced, 
by  stimulation  of  the  ganglion  cells,  massed  together  at  both 
sides  and  behind  the  lower  part  of  the  cervix.  It  therefore  is 
certain  that  all  the  methods  of  inducing  the  uterus  to  expel  its 
contents,  be  they  dependent  on  the  uncertain  action  of  drugs  or 
on  various  manipulations,  must  be  less  satisfactory  than  the 
simple  method  of  dilating  the  cervix  by  means  of  a  rubber 
bag.  He  considers  that  the  insertion  of  Braun's  colpeurynter, 
folded  up  into  a  cigar  shape,  by  means  of  a  suitable  pair  of 
forceps  into  the  upper  cervical  segment,  the  withdrawal  of  the 
forceps  and  the  dilating  of  the  bag  with  a  sterile  or  slightly 
antiseptic  fluid  is  a  very  satisfactory  way  of  bringing  about  the 
labor.  The  pressure  of  the  bag  leads  to  the  reflex  attempts  on 
the  part  of  the  uterine  muscle  to  its  expulsion,  so  that  the 
uterine  contractions  are  produced  physiologically,  and  the  de- 
livery of  the  bag  is  not  due  to  its  weight  or  other  artificial 
means.  After  the  bag  has  been  expelled  the  physiological  con- 
ditions exist  which  cause  the  continuation  of  the  labor. 

The  author  is  convinced,  on  the  basis  of  twelve  years'  ex- 
perience with  this  method,  that  it  is  unnecessary  to  puncture 
the  membranes,  even  when  contracted  pelvis  exists  and  the 
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alteration  of  position  of  the  uterine  contents  is  produced  by  the 
expulsion  of  the  bag.  He  calls  attention  to  the  fact  that  the 
whole  parturition  is  completed  on  an  average  in  twenty-two 
hours  when  the  bag  is  employed,  while  when  puncture  of  the 
membranes  is  carried  out  the  labor  lasts  for  from  seventy 
to  eighty  hours.  The  dangers  for  the  mother  and  for  the  child 
are  greater  when  the  membranes  are  no  longer  intact,  even  if 
in  certain  well-managed  obstetric  clinics  good  results  have  been 
obtained  by  the  latter  method.  He  contends  that  the  bag- 
dilatation  method  has  not  produced  any  material  injury  to  the 
mother  in  any  case  in  his  clinic  in  which  it  has  been  employed, 
and  he  is  therefore  convinced  of  its  harmlessness.  He  formu- 
lates the  rule  that  the  labor  should  be  artificially  induced  but 
not  artificially  completed;  that  once  the  pains  have  been  pro- 
duced a  spontaneous  continuation  must  be  awaited.  He  there- 
fore concludes  that  the  bag  method  must  be  considered  as  the 
best  of  all  the  known  methods.  But  one  comes  across  cases 
at  times,  usually  near  the  full  time,  when  the  termination  of 
the  pregnancy  must  be  carried  out  much  more  rapidly  than  the 
bag  can  do  it. 

The  two  methods  of  performing  accouchement  force  from 
which  one  must  choose  are  anterior  hysterectomy  and  Bossi's 
dilatation.  The  former  was  introduced  by  Duehrssen  and  per- 
fected by  Bumm,  and  must  be  considered  the  more  scientific 
and  better  method.  Bossi's  dilator  and  its  modifications  are 
far  too  prone  to  cause  severe  injury  to  the  maternal  parts  to 
be  a  safe  procedure.  By  the  operative  method  it  is  possible 
to  deliver  the  child  within  a  few  minutes,  even  if  the  genital 
passage  is  still  completely  closed.  Naturally  he  presupposes 
that  the  operator  possesses  the  necessary  skill  and  experience. 

Nervous  Troubles  in  Cases  of  Appendicitis. — Stoicesco 
and  Daniel  (Bull,  et  Mem.  de  la  Soc  de  Chir.  de  Bucharest) 
publish  a  case  of  aphasia  and  hemiplegia  on  the  right  side  oc- 
curring in  the  course  of  an  attack  of  appendicitis,  and  g^ve 
the  results  of  study  and  analysis  of  i6  recorded  cases  in  which 
appendicular  inflammation  was  complicated  by  some  form 
of  nervous  disturbance.  These  complications  are,  it  is  stated, 
very  variable  in  extent  and  character,  and  may  affect  either 
the  central  or  peripheral  parts  of  the  nervous  system,  and 
present  cerebral,  meningeal,  bulbar,  or  peripheral  troubles,  or 
hystero-nervous  manifestations.  Some  of  these  disturbances 
are  of  infective  origin,  and  occur  at  the  full  height  of  the 
appendicular  attack,  the  toxins,  owing  to  the  absorbent  capacity 
of  the  axis  cylinders,  being  diffused  by  way  of  the  nerves. 
Others,  also  of  an  infective  origin,  occur  only  after  a  surgical 
intervention,  and  in  these  cases  it  is  very  probable  that  the 
operation  has  opened  up  a  multitude  of  blood  and  lymph  chan- 
nels, and  thus  caused  a  diffusion  of  the  toxic  infection. 

The  mechanism  of  the  appendicitic  nerve  complications  may, 
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it  is  pointed  out,  be  reduced  to  these  three  causes:  (a)  ap- 
pendicular intoxication,  (b)  diffused  infection,  and  (c) 
hysteria.  The  statistics  collected  by  the  authors  indicate  that 
nervous  complications  of  acute  appendicitis  are,  as  a  rule,  of 
serious  import,  as  death  results  in  about  41  per  cent,  of  such 
cases.  As  would  be  expected,  the  fatal  instances  are  those 
in  wfiich  the  nerve  centers  have  been  attacked.  In  peripheral 
nervous  troubles  of  a  hysterical  nature  recovery  generally  re- 
sults. Study  of  their  collected  records  has  convinced  the 
authors  of  the  importance  from  a  therapeutical  point  of  view 
of  operating  when  possible  on  an  appendix  that  is  quiescent. 
They  hold  that,  unless  prompt  intervention  is  urgently  in- 
dicated by  the  local  symptoms  and  the  general  condition  of 
the  patient,  endeavor  should  be  made  in  those  cases  in  which 
the  appendicitis  is  complicated  by  nerve  troubles,  to  abstain 
for  a  time  from  (^eration,  and  thus  to  assist  the  organism  in 
its  efforts  to  prevent  a  general  toxic  infection. 

Narcosis  Before  Operations. — Strauch  (Med.  Klin.)  gives 
veronal,  i  gram,  to  every  adult  patient  the  night  before  an 
operation.  One  hour  before  operation  he  gives  an  injection 
of  morphine,  0.015  ^^  0-02  gram,  and  at  the  same  time  a 
rectal  injection  of  alcohol  (cognac,  red  wine,  with  tea;  females 
50  grams,  males  75  grams  of  each)  combined  with  5  to  10 
minims  of  tincture  of  opium  and  a  pinch  of  salt.  The  veronal 
gives  the  patient  good  sleep  during  the  night  previous  to 
operation,  instead  of  the  night  so  frequently  restless  from 
anxiety.  It  has  no  depressing  effect  on  the  heart.  It  also 
tends  to  lessen  the  undesirable  side  action  of  morphine.  By 
these  means  the  patient  is  frequently  fast  asleep  at  the  time 
when  the  anesthetic  is  begun.  The  patient  is  brought  to  the 
theater  in  bed  so  as  not  to  awaken  him.  Ether  is  employed, 
administered  in  drops  on  an  Esmarch's  mask  covered  with  a 
single  fold  of  lint  or  six  to  eight  folds  of  gauze.  Generally  in 
about  five  or  ten  minutes  peaceful  deep  narcosis  ensues.  If 
this  is  not  sufficiently  deep,  a  few  drops  of  chloroform  are 
given,  and  then  ether  again  employed.  There  is  no  excitation 
stage,  even  in  the  worst  drinker.  The  result  is  not  so  good 
if  veronal  is  omitted.  There  is  no  cessation  of  respiration ;  no 
sudden  collapse,  such  as  one  has  to  fear  with  chloroform. 
There  is  no  large  collection  of  mucus  in  the  throat,  as  with 
<ther  as  usually  given,  and  there  is  much  less  collapse  than 
after  chloroform ;  even  in  deep  sleep  the  patients  do  not  appear 
-so  stupefied,  but  as  though  in  natural  sleep,  and  they  may 
•even  answer  to  their  names  while  still  feeling  no  pain.  The 
veronal  causes  further  sleep  until  the  afternoon  or  evening. 
Vomiting  occurs  occasionally,  but  much  less  often  than  with 
chloroform — ^as  a  rule  it  is  absent — and  in  the  afternoon 
or  evening  after  awakening  the  patient  is  able  to  take 
nourishment. 
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The  Origin  of  Primary   Cancer  of  Fallopian  Tube. — 

Kehrer  (Monats.  f.  Geb.  u.  G)m.)  analyzes  a  case  of  this  rare 
condition  which,  in  his  opinion,  does  not  support  the  theory 
that  tubal  cancer  originates  in  tubes  altered  by  inflammatory 
changes.  His  patient  was  57  years  of  age,  had  once  been 
pregnant,  had  never  suffered  from  any  pelvic  disease,  and  had 
ceased  to  menstruate  at  the  age  of  48.  She  was  very  corpulent 
For  a  few  months  she  had  been  subject  to  h)rpogastria  pains, 
followed  by  free  and  sometimes  blood-stained  discharge. 
There  was,  behind  the  uterus,  a  tumor  of  the  size  of  a  fist,  and 
a  smaller  mass  to  its  left.  The  patient  was  watched,  and  as 
a  fortnight  later  the  right  tumor  had  distinctly  increased  in 
size,  Kehrer  operated.  The  tumor  adhered  firmly  to  adjacent 
structures,  and  metastatic  deposits  were  discovered  on  the  top 
of  the  bladder,  surface  of  the  uterus,  transverse  colon,  and 
right  parametrium.  The  abdominal  cavity  was  carefully 
searched  for  a  primary  seat  of  cancer,  but  nothing  more  was 
found.  The  uterus  was  extirpated  with  its  appendages  en- 
tire, the  cancerous  mass  dissected  as  much  as  possible  out  of 
the  right  parametrium,  and  the  right  ureter  cleared  for  some 
part  of  its  course  from  malignant  growth,  but  it  was  found 
impossible  to  clear  away  all  the  metastatic  deposits,  even  in 
the  pelvis  alone.  The  left  Fallopian  tube  was  obstructed  and 
twisted,  but  free  from  new  growth.  The  right  tube  formed 
a  retort-shaped,  thin-walled  cyst,  filled  towards  its  abdominal 
end  with  papillary-alveolar  cancer,  but  at  some  points  it  was 
purely  papillary  cancer,  and  in  the  metastatic  deposits  the  lat- 
ter and  simpler  type  prevailed.  The  opposite  (left)  ovary 
was  converted  into  a  cancerous  mass.  Kehrer  had  no  doubt 
that  the  right  Fallopian  tube  was  the  primary  seat  of  the 
disea3e. 

After  convalescence  an  attack  of  pleurisy  occurred;  the 
pleura  (right)  was  tapped,  and  blood-stained  fluid  came  away, 
then  ascites  developed.  Death  occurred  a  little  over  three 
months  after  the  operation;  big  masses  had  formed  in  the 
pelvis,  with  general  emaciation.  Unfortunately  an  autopsy 
was  forbidden.  Kehrer  noted  the  rapid  growth  of  the  tumor 
whilst  the  case  was  under  his  own  observation,  and  the  ab- 
sence, at  the  same  time,  of  any  febrile  symptom.  He  denied 
that  tubal  cancer  invariably  followed  some  form  of  salpingitis, 
but  noted,  as  others  have  done,  that  inflammatory  changes  fre- 
quently followed  the  development  of  primary  cancer  in  the 
tube.  Salpingitis  might  precede  cancer,  but  he  could  not  be- 
lieve that  it  in  such  cases  was  the  cause  of  the  malignant 
disease,  which  began  as  a  cancerous  papillary  growth,  and 
when  advanced  assumed  the  alveolar  type.  Early  operation, 
with  removal  of  the  entire  uterus  with  the  appendages,  could 
alone  give  any  prospect  of  permanent  relief. 


Digitized  by 


Google 


THE  JOURNAL  OF 

SURGERY  GYNECOLOGY 
AND  OBSTETRICS. 


Editor,  WM.  FRANCIS   HONAN,  M.  D., 

Hotel  Regent,  New  York. 

Associate  Editor,  GILBERT  FITZ-PATRICK,  M.  D. 

loo  State  Street,  Chicago. 


NOTE  TO  CONTRIBUTORS  AND  SUBSCRIBERS. 

z.  All  articles  or  communications  to  this  Journal  should  be  exclusively  for  its 
psiges. 

a.  This  Journal  is  published  for  its  subscribers  only,  and  has  no  free  list.    Sam> 
pie  copies  are  never  sent.    Subscriptions  are  not  discontinued  until  so  ordered. 

Chatterton-Peck  Co.,  Publishers,  New  York. 


No.  2.  March,  1909.  Vol.  xxxi. 


THE  INDUCTION  OF  PREMATURE  LABOR. 

BY  L.   L.   DAN  FORTH,   M.D. 

The  procedures  which  have  been  employed  to  invoke  labor 
artificially,  and  the  conditions  which  may  render  such  action 
necessary,  are  many.  The  determination  of  the  question  as 
to  whether  the  operation  is  really  advisable  in  a  given  case,  and 
the  selection  of  the  most  suitable  method  for  accomplishing 
this  purpose,  are  the  specific  questions  which  we  are  called 
upon  to  answer  at  the  bedside.  I  shall  endeavor  to  elucidate 
these  points  in  a  practical  manner. 

In  the  first  place. — We  must  define  the  limitations  of  the 
terms  Abortion  and  Premature  Labor  as  employed  to  express 
the  termination  of  pregnancy  at  various  periods  before  the  end 
of  the  ninth  month.  We  employ  the  term  Abortion  to  signify 
the  emptying  of  the  uterus  before  the  time  of  viability  of  the 
child,  and  inasmuch  as  the  methods  of  treatment  vary  as  to 
whether  the  case  is  terminated  in  the  first  three  months,  or  in 
the  period  from  the  third  to  the  seventh,  we  may  speak  of 
early  and  late  abortions — while  the  term  premature  labor  is 
used  to  designate  the  emptying  of  the  uterus  any  time  after  the 
child  becomes  fitted  for  extra-uterine  existence,  which  is  not 
earlier  than  the  seventh  month,  or  twenty-eighth  week. 
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j  THE   INDICATIONS   FOR   THE    INDUCTION    OF    PREMATURE    LABOR. 

These  are  numerous  and  include  all  conditions  menacing 
fetal  or  maternal  life,  as  well  as  those  pathological  conditions 
of  whatever  variety,  in  either  mother  or  child  that  will,  if  the 
pregnancy  be  allowed  to  continue  to  term,  be  productive  of 
grave  degrees  of  dystocia. 

Chief  among  the  maternal  conditions  requiring  the  induc- 
tion of  labor  may  be  noted  especially  the  lesser  degrees  of 
pelvic  contraction.  We  know  that  the  true  conjugate  diameter 
of  the  pelvic  inlet  in  the  bony  pelvis  is  ii  centimeters  (4.33 
in.),  and  that  this  is  diminished  by  the  muscles  and  other 
soft  structures  by  i  centimeter  (or  .39  in.)  which  makes  it 
about  4  inches. 

Now  let  us  suppose  that  the  conjugate  of  the  inlet  is  di- 
minished to  3^  inches  (9.5  cm.)  and  that  the  other  di- 
ameters of  the  inlet  are  normal.  In  relation  to  this  space  we 
have  a  fetal  head,  which  in  the  average  child  at  term  meas- 
ures in  the  biparietal  diameter  9.5  centimeters  (3^  in.). 
In  a  case  of  this  kind  if  it  were  possible  to  determine  exactly 
the  relation  of  the  fetal  head  to  the  pelvic  inlet,  we  would  have 
a  very  simple  mechanical  problem.  It  is  obvious  that  the  pa- 
tient under  these  circumstances,  might  be  allowed  to  go  to 
the  thirty-eighth  or  to  the  fortieth  week  of  gestation. 

Again  suppose  we  have  a  conjugate  of  3J4  inches  (9  cm.). 
We  know  from  the  studies  of  Budin,  Stolz,  Tarnier,  Ahlfeld, 
and  others  that  the  average  biparietal  diameter  of  the  fetal 
head  at  the  thirty-eighth  week  of  pregnancy  is  3J4  inches  (9 
cm). 

The  deduction  from  this  is  that  in  order  to  deliver  a  living 
child  through  the  passages  it  must  be  born  about  the  thirty- 
eighth  week  or  from  the  thirty-sixth  to  the  thirty-eighth  week. 
This,  you  will  perceive,  is  within  the  time  of  viability  of  the 
child  and  is  theoretically  a  perfectly  appropriate  and  feasible 
procedure. 

Following  out  this  idea,  we  have  a  sliding  scale,  fairly  in- 
dicating the  course  to  pursue  in  different  conditions.  Thus  at 
the  thirty-sixth  week  the  biparietal  diameter  is  3J4  inches 
(8.25  cm.).  The  true  conjugate  must  be  the  same,  3J4 
inches  (8.25  cm.),  and  we  find  this  to  be  the  case.  If  we 
would  deliver  a  child  in  any  of  the  safe  and  ordinary  methods 
we  must  do  so  between  the  thirty-fourth  and  thirty-sixth  week. 


Digitized  by 


Google 


The  Induction  of  Premature  Labor.  109 

With  a  true  conjugate  of  3  inches  (7.62  cm.)  we  cannot  delay- 
longer  than  the  thirty-fourth  week  down  to  the  thirty-second 
week,  because  at  this  time  the  biparietal  of  the  fetal  head  is 
also  3  inches. 

With  a  conjugate  of  2^  inches  (7  cm.)  the  period  between 
the  twenty-eighth  and  thirty-second  weeks  must  be  selected 
since  the  biparietal  of  the  fetal  head  is  also  2^  inches  (7 
cm.)  at  this  time.  But  these  two  factors  are  not  all  the  ele- 
ments in  the  problem  which  confronts  the  physician  who  tries 
to  decide  whether  labor  shall  be  induced  or  not  at  a  given  time. 

In  endeavoring  to  fix  upon  definite  date  for  guidance  in  de- 
termining whether  one  shall  induce  labor  prematurely  or  not, 
two  factors  have  been  mentioned. 

First.  The  dimension  of  the  true  conjugate  of  the  inlet. 

Second.  The  size  of  the  fetal  head,  or  the  relation  of  the 
head  to  the  inlet. 

There  are  two  more  of  equal  importance, — in  fact  the  first 
of  these  is  perhaps  the  most  important  of  all,  viz.,  the  determi- 
nation of  the  exact  duration  of  pregnancy,  or  in  other  words  the 
degree  of  prematurity  of  the  child  at  the  time  selected  for 
terminating  pregnancy. 

The  last,  and  least  important,  is  the  probable  amount  or 
degree  of  expulsive  energy  the  patient  may  be  assumed  to 
possess,  as  an  aid  to  the  accomplishment  of  delivery. 

In  multiparae  the  history  of  a  previous  labor  will  be  somewhat 
of  a  guide,  but  in  primiparae  this  question  can  only  be  answered 
by  the  test  of  actual  labor,  and  is  therefore  entirely  problem- 
atical. 

If  we  could  obtain  exact  answers  to  all  these  questions  the 
proper  procedure  would  be  easy  of  solution.  While  we  can- 
not be  exact  I  think  we  can  be  sufficiently  so  to  enable  us  to 
act  with  a  very  fair  degree  of  accuracy  and  precision. 

I  think  the  size  of  the  pelvis  (that  is  the  conjugate  of  the 
inlet)  and  whether  it  is  a  simple  flat  or  a  generally  contracted 
pelvis,  can  be  accurately  determined.  The  methods  of  ex- 
amination necessary  to  ascertain  the  relative  size  of  the  head  to 
the  pelvis,  especially  before  labor,  are  unfortunately  inaccurate. 
Miiller's  manual  engagement  of  the  head  by  supra-pubic  pres- 
sure (the  patient  being  in  the  Walcher  position  preferably) 
and  the  study  of  the  relation  of  the  head  to  the  main  points 
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of  contact,  viz. :  the  symphysis  pubis  and  the  promontory  of 
the  sacrum  by  abdominal  and  vaginal  examination,  depends  for 
its  usefulness  upon  individual  skill  and  experience.  It  is  on 
the  whole  the  most  reliable  method  we  have  at  our  command, 
more  so  than  Pinard's  studies,  made  from  a  large  number  of 
fetal  heads.  According  to  Pinard's  table,  the  biparietal  di- 
ameter of  the  fetal  head  would  be  8^  centimeters  (3^  in.) 
at  the  thirty-sixth  week  of  gestation,  9  centimeters  (3.54  in.) 
at  the  thirty-eighth  week,  and  gYz  centimeters  (3^^  in.)  at 
the  fortieth  week.  But  these  figures  can  only  be  useful  guides 
when  the  duration  of  pregnancy  is  accurately  known. 

This  last  fact  can  sometimes  be  definitely  determined,  as 
when  the  cessation  of  menstruation  and  the  date  of  quickening 
are  positively  known,  or  better  still,  when,  as  rarely  happens, 
the  probable  date  of  conception  is  known.  Without  this  last 
date  we  are  forced  to  depend  for  our  guidance  upon  our 
knowledge  of  the  size  of  the  pelvis  and  the  relation  of  the 
head  of  the  pelvic  inlet  as  ascertained  by  Miiller's  method. 

Assuming  that  we  have  all  these  facts  or  the  more  import- 
ant of  them,  is  the  induction  of  premature  labor  always  justi- 
fiable in  moderate  degrees  of  pelvic  contraction?  This  ques- 
tion can  be  answered  unqualifiedly  in  the  negative.  A.  von 
Magnus  *  has  studied  the  histories  of  874  cases  of  labor  in  cases 
of  contracted  pelvis  in  the  Konigsburg  Oinic.  They  were 
nearly  all  flat  or  justo-minor  pelves,  and  in  all  the  conjugate 
was  under  9.8  centimeters  (3.85  inches),  but  in  only  33  under 
8  centimeters  (3.14  in.).  In  80  per  cent,  delivery  was  spon- 
taneous. There  were  eight  forceps  extractions,  30  cranioto- 
mies ;  88  versions  and  extractions. 

The  proper  place  for  the  induction  of  premature  labor  von 
Magnus  thinks  is  from  the  thirty-fifth  to  the  thirty-seventh 
week  when  in  multiparae  the  true  conjugate  measures  from 
7.9    centimeters    (3.11    in.)     to    7    centimeters     (2.75    in.). 

I  have  been  somewhat  surprised  to  find  that  many  Ameri- 
can writers,  following  the  lead  of  some  in  Continental  Europe, 
condemn  in  toto  the  induction  of  premature  labor  in  the  treat- 
ment of  labor  obstructed  by  pelvic  contraction,  because  of  the 
high  fetal  mortality.  With  this  opinion  I  am  in  accord  for 
those  degrees  of  pelvic  narrowing  which  include  the  absolute 

*  Monatschr.  f.  Geb.  u.  Gyn.,  Bd.  xviii,  H.  2  and  3. 
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indication,  viz.:  a  true  conjugate  of  7.5  centimeters  (2.95 
in.,  practically  3  in.)  or  less  in  generally  contracted 
pelves,  or  7  centimeters  (2.75  in.)  in  the  flat  pelvis.  I  should 
doubt  very  much  the  wisdom  of  placing  so  low  a  limit  as  von 
Magnus  does  to  the  field  for  tht  induction  of  premature  labor 
at  thirty-five  to  thirty-seven  weeks  3. 11  in.  to  2.75  in.). 

But  for  the  lesser  degrees  of  contraction.  Conjugate  be- 
tween 10  centimeters  (practically  4  in.)  and  8  centimeters 
(3.14  in.) — I  am  convinced  that  the  skillful  induction  of 
labor  at  the  latest  permissible  period  of  pregnancy  continues 
to  have  its  legitimate  place,  and  should  therefore  not  be  rel- 
egated to  the  obstetric  garret  in  order  to  find  more  frequent 
opportunities  for  the  more  brilliant  and  oftentimes  spectac- 
ular Caesarean  section. 

As  bearing  upon  this  point  it  is  interesting  to  note  what  Prof. 
J.  W.  Williams,  of  Johns  Hopkins,  says  on  this  subject.  On 
page  634  of  his  text  book  he  states  that  he  has  never  induced 
labor  for  this  indication  (moderate  degree  of  pelvic  contrac- 
tion) and  does  not  recommend  the  procedure.  This,  to  my 
mind,  is  a  surprising  statement,  and  I  do  not^think  accords  with 
the  experience  of  the  profession  at  large.  His  objection  is 
based  on  the  high  fetal  mortality  for  induced  labor  at  the  early 
months.  He  says  "  The  children  not  infrequently  succumb  to 
the  operation,  or  when  born  alive  are  in  so  imperfect  a  state 
of  development  that  even  with  the  most  careful  attention 
hardly  more  than  50  per  cent,  survive  the  first  few  months." 

This  statement  may  be  true  if  applied  only  to  cases  in  which 
pregnancy  has  been  interrupted  too  early  and  for  the  higher 
degrees  of  contraction  of  the  pelvic  inlet.  For  the  lesser  de- 
grees of  contraction  within  the  limitations  above  laid  down  it 
certainly  is  not  true  in  the  writer's  experience  and  would  seem 
to  be  a  misleading  statement. 

Reynolds  *  has  taken  the  advanced  ground  of  advising  Ce- 
sarean section  in  multiparae  with  any  definite  pelvic  contraction 
where  there  is  a  history  of  repeated  stillbirths  during  previous 
operative  labors,  and  for  healthy  primiparae  with  conjugates 
between  three  and  four  inches  (7.5  to  10  cm.).  He  believes 
that  the  amount  of  difficulty  which  will  occur  should  be  esti- 
mated by  observation  of  the  progress  of  labor;  but  the  possi- 

*  Transactions  Sect,  of  Gyn.,  Col.  of  Phys.,  Phila.,  Vol.  4,  p.  58. 
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bility  that  an  indication  for  the  Caesarean  section  may  arise, 
should  always  be  borne  in  mind  in  such  a  case,  and  that  all 
preparations  for  it  should  be  made  beforehand,  or  at  least  dur- 
ing the  first  stages  of  labor. 

Such  experience  as  I  have  had  would  not  warrant  my  ad- 
herence to  any  such  opinion.  One  of  the  first  cases  I  ever  had 
in  which  I  induced  labor,  nearly  twenty-five  years  ago,  was  a 
multipara  who  had  a  contracted  pelvis,  and  who  had  been  de- 
livered of  stillborn  children  after  a  most  difficult  forceps  de- 
livery in  two  instances,  and  once  by  version.  I  succeeded  in 
obtaining  a  living  child  at  the  thirty-fifth  or  thirty-sixth  week 
by  means  of  induced  labor. 

My  experience  has  convinced  me  that  the  induction  of  labor 
finds  its  special  field  of  usefulness  in  almost  all  the  cases  where 
Reynolds  would  at  once  prepare  for,  and  in  case  of  any  diffi- 
culty at  once  submit  the  patient  to  Caesarean  section. 

The  conclusion  which  I  have  reached  from  my  studies  of 
this  subject  and  from  personal  experience  during  a  period  of 
thirty  years  is,  that  the  induction  of  premature  labor  is  a  per- 
fectly justifiable  procedure  in  a  considerable  number  of  cases 
of  minor  degrees  of  pelvic  contraction,  the  object  being  to  an- 
ticipate the  full  period  of  gestation  by  as  short  a  period  as  may 
be  necessary  in  order  to  give  Nature  the  slight  assistance  she 
may  need  to  save  the  children  whose  lives  might  be  lost  after 
version  or  a  difficult  forceps  extraction  at  term.  If  a  patient 
IS  first  seen  too  late  to  institute  labor  at  the  most  suitable  time, 
it  IS  best  to  act  at  once  rather  than  allow  the  case  to  go  to  full 
term.  A  labor  artificially  invoked  can  be  made  to  begin  and 
progress  like  a  labor  coming  on  at  term  in  the  natural  way  by 
the  means  which  I  shall  recommend.  The  operation  is  without 
danger  to  the  mother,  if  carried  out  with  the  proper  attention 
to  aseptic  detail. 

Oilier  maternal  conditions  which  require  the  induction  of 
labor  are  placental  anomalies,  as  placenta  prcn'ia,  or  prema- 
ture detachment  of  a  normally  situated  placenta,  and  hy- 
dramnion. 

Grave  systemic  diseases  which  threaten  the  life  of  the 
mother,  especially  those  in  which  there  exists  a  probability 
of  cure  after  the  termination  of  gestation,  i.  e. :  toxemia  or 
acute  nephritis  complicating  pregnancy    (threatened  eclamp- 
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sia).  In  h>'pereinis  in  the  latter  part  of  pregnancy  (after 
the  sixth  month)  the  induction  of  labor  may  be  imperative  to 
save  the  life  of  the  mother.  These  are  cases  of  toxemia,  and 
may  be  due  to  a  dermic  nephritis  or  to  hepatic  lesion,  such 
as  are  met  with  in  pregnancy,  or  in  acute  yellow  atrophy. 

In  certain  cardiac  lesions  with  marked  evidence  of  broken 
compensation  which  has  not  yielded  to  treatment,  diabetes 
may  exert  a  very  deleterious  influence  upon  pregnancy  (rare), 
tuberculosis   (rarely),  and  pernicious  anemia. 

There  are  fetal  influences  and  conditions  which  may  render 
the  induction  of  labor  necessary. 

A  dead  child,  gestation  prolonged,  or  mother  in  a  condition 
which  presumably  will  be  improved  by  the  interruption  of 
pregnancy. 

Habitual  death  of  fetus  in  later  months  of  pregnancy  (non- 
syphilitic). 

In  unduly  prolonged  pregnancy,  mother's  health  good.  This 
is  done  to  avoid  the  further  growth  which  might  jeopardize 
the  lives  of  both  mother  and  child. 

In  one  case  in  my  practice  within  the  last  year,  I  brought 
on  labor  solely  on  account  of  prolonged  gestation.  In  a 
previous  pregnancy  this  tendency  increased  the  difficulties  of 
delivery  very  much,  and  in  this  case  it  was  resolved  to  permit 
no  such  delay,  if  the  same  tendency  was  shown.  It  was  shown, 
and  labor  was  induced  with  favorable  results. 

In  another  case  it  became  necessary  to  bring  on  labor  on 
account  of  the  state  of  the  mother's  health  due  to  hemorrhages, 
which  it  has  feared  might  be  due  to  placenta  praevia. 

In  another  case  of  toxemia  of  pregnancy,  daily  growing 
worse. in  spite  of  treatment,  labor  was  brought  on  without  dif- 
ficulty at  the  sixth  month.  The  fetus  had  been  dead  in  the 
uterus  for  some  days.    The  mother  made  a  quick  recovery. 

METHODS   OF   INDUCING   PREMATURE   LABOR. 

There  are  only  three  methods  of  inducing  labor  that  have 
any  claim  to  certainty  and  harmlessness  when  properly  done. 

I. — ^The  introduction  of  the' sterile  gauze  tampon  by  means 
of  the  intra-uterine  packer. 

2. — ^The  introduction  of  a  sterile  bougie  between  the  mem- 
branes and  the  uterine  walls,  allowing  it  to  remain  until  con- 
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traction  comes  on,  followed  by  the  introduction  of  the  Vor- 
hees  bag,  or  the  Vorhees  bag  may  be  introduced  simultan- 
eously or  shortly  after  the  bougie,  the  two  remaining  together 
until  expelled  by  the  uterine  contractions. 

3. — The  Vorhees  bag,  or  the  larger  bag  of  Champetier  de 
Ribes,  and  the  Pomeroy  bag. 

The  place  for  the  gauze  tampon  is  in  those  cases  where  the 
cervix  is  rather  rigid  and  it  needs  softening,  or  in  placenta 
praevia  when  the  combined  influence  of  a  tampon  and  a  dilating 
medium  is  desired  at  the  same  time.  The  gauze  is  placed  by 
means  of  the  packer  just  within  the  internal  os,  until  the  lower 
part  of  the  uterus  is  filled  with  it ;  then  the  cervix  is  packed, 
then  the  fomices  and  then  the  vagina  moderately,  or  to  the 
full  extent  if  the  tampon  effect  is  desired.  The  gauze  tampon 
in  uterus  and  cervix  is  useful,  especially  in  those  cases  where 
it  becomes  necessary  to  empty  the  uterus  for  any  reason  in 
late  abortions,  from  the  3rd  to  the  7th  month.  The  tampon 
softens  the  cervix  and  prepares  it  for  the  Vorhees  bags  as 
nothing  else  will.  The  nearer  the  time  is  to  the  7th  month, 
the  quicker  will  be  the  response,  and  the  more  will  the  process 
of  labor  resemble  that  at  a  later  period  or  at  full  term.  If 
necessary  two  or  three  re-applications  of  the  gauze  may  be 
made  until  cervix  is  softened  sufficiently. 

The  bougie  afforcjs  a  most  useful  means  of  starting  up  labor 
pains,  followed  by  a  partial  dilatation  of  the  cervix  if  required, 
and  then  by  the  insertion  of  the  largest  size  Vorhees  bag  that 
the  cervix  will  admit. 

The  bougie  should  be  made  to  pass  along  the  uterine 
wall  at  least  halfway  to  the  fundus,^  and  it  should  not  be  per- 
mitted to  coil  upon  itself  just  within  the  internal  os. 

This  difficulty  in  the  introduction  can  be  prevented  by  pass- 
ing a  stylet,  having  the  curve  of  a  prostatic  catheter,  into  a 
hollow  linen  bougie,  or  a  No.  8  or  No.  10  solid  bougie  slightly 
bent,  may  be  used.  In  a  six  months  uterus  I  had  difficulty  in 
passing  a  No.  12  solid  bougie;  it  was  too  stiff  and  would  not 
pass  without  more  force  than  I  thought  justifiable,  and  so  its 
use  was  abandoned.  At  full  term  there  is  usually  no  difficulty 
in  passing  a  No.  8  or  No.  10,  either  solid  or  hollow. 

The  Vorhees  bag  is  a  most  effective  instrument  to  bring  on 
labor  pains  and  dilate  the  cervix.     Of  all  the  measures  this  is 
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perhaps  the  most  satisfactory.  It  can  be  employed,  one  of 
the  smaller  sizes,  as  soon  as  the  cervix  will  admit  one  finger. 
To  bring  about  this  degree  of  dilatation,  first  the  intra-uter- 
ine  and  cervical  pack  may  be  used,  as  has  been  stated,  then 
successively  the  larger  sizes  as  needed;  the  largest  that  can 
be  introduced  first  is  best.  The  bougie  and  bag  may  be  used 
together,  and  the  immediate  introduction  of  the  Vorhees 
bag  after  the  bougie  has  been  placed  is  essential  to  a  reason- 
ably quick  onset  of  labor.  The  bag  is  filled  after  insertion  into 
the  uterus  with  sterile  water  or  a  i  per  cent.  Lysol  solution 
by  a  few  contractions  of  the  bulb  of  a  Davidson  syringe, 
then  the  latter  is  removed,  the  tube  tied,  and  the  bag  left  in 
place.  The  nurse  is  directed  to  make  traction  on  the  tube  once 
in  fifteen  minutes,  the  pulling  to  last  about  a  minute  in  order 
to  make  the  effort  resemble  a  labor  pain  in  time  and  influ- 
ence as  much  as  possible.  The  traction  must  be  just  hard 
enough  to  pull  the  bag  perceptibly  against  the  internal  os. 
If  pains  do  not  come  on  within  a  few  hours,  the  vagina  may 
be  distended  with  Brown's  Colpeurynter,  or  packed  with 
gauze.  Generally  contractions  will  ensue  within  a  short  time, 
two  or  three  hours,  and  continue  until  the  bag  is  pushed  out. 
If  the  pains  cease,  as  they  sometimes  do,  the  next  largest  size 
can  be  put  in. 

By  the  time  the  largest  is  pushed  out  or  drawn  out,  the 
cervix  will  be  open  enough  to  either  rupture  the  membranes 
and  do  an  instrumental  delivery,  or  a  version  and  extraction 
if  indicated,  as  frequently  is  the  case  when  labor  has  been  in- 
duced for  kidney  or  cardiac  complications. 

Any  of  these  operations  require  a  speculum  (perineal  re- 
tractor) and  a  volsellum  to  catch  and  steady  the  anterior  lip 
of  cervix,  and  a  dressing  forceps  to  introduce  the  bag. 

As  to  the  time  required  to  obtain  sufficient  dilatation  to  ac- 
complish spontaneous  or  artificial  delivery,  it  will  vary  from 
six  hours  to  two  days,  the  average  time  being  about  twenty- 
four  hours. 

The  Champetier  de  Ribes  and  the  Pomeroy  bag  are  used  in 
the  same  manner  as  the  Vorhees  bag,  and  are  most  effective 
instruments. 
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EPILEPSY;  A  POSSIBLE  CAUSE  IN  AUTO-INTOX- 
ICATION AND  A  POSSIBLE  CURE  IN  APPEN- 
DECTOMY.* 

BY   J.    RICHEY    HORNER,    A.M.,    M.D. 

The  Study  of  epilepsy  from  the  standpoint  of  pathology  and 
etiology  has  been  one  of  extreme  importance  and  interest,  and 
at  the  same  time  it  has  been  unsatisfactory  as  regards  con- 
clusions. The  pathological  changes  found  are  not  constant. 
Most  frequently  there  is  a  sclerosis,  distributed  in  patches  in 
various  parts  of  the  cortex.  This  is  practically  all  that  can 
be  said  to  be  the  propter  hoc  condition,  all  the  other  changes 
are  post  hoc  in  their  character.  The  frequency  of  the  oc- 
currence of  this  change  warrants  us  in  believing  it  to  be  a 
factor  in  the  development  of  the  attack.  It  may  do  so  me- 
chanically. It  is  quite  conceivable  that  the  irritation  produced 
by  these  sclerosed  foci  might  by  their  pressure  be  sufficient 
to  produce  the  explosion,  acting  really  in  the  same  way  the 
foreign  body  acts  in  producing  Jacksonian  epilepsy.  Granting 
this  to  be  true,  what  is  the  etiological  factor  back  of  the  appear- 
ance of  these  foci  ? 

Much  interest  has  recently  been  shown  by  scientists  of  all 
schools  in  the  study  of  the  relation  of  toxemia  to  disease  in 
general.  A  number  of  papers  have  been  presented  to  this  so- 
ciety on  the  subject  of  the  toxemia  of  pregnancy.  Still  others 
referring  to  other  conditions  have  been  made  the  subject  of 
discussion.  It  has  occurred  to  us  that  it  might  not  be  un- 
profitable to  consider  the  possibility  of  epilepsy  being  one  of 
the  results  of  the  absorption  of  a  toxic  product,  the  origin  of 
the  toxine  being  the  large  intestine. 

Probably  the  greatest  impulse  to  the  study  of  the  possibil- 
ities of  auto-intoxication  was  given  by  Bouchard.  His  book 
bearing  that  title  is  a  classic  and  led  the  scientific  medical 
world  into  new  fields  of  research.  Since  that  time  others 
have  recognized  the  importance  of  these  toxic  matters  and 
have  studied  their  relations  as  has  been  noted  above. 

The  most  recent  of  these  investigators  is  Metchnikoff,  of 
the  Pasteur  Institute,  Paris.  He  makes  the  contention  that 
*  Read  before  the  Ohio  State  Homeopathic  Medical  Society. 
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among  the  factors  which  play  an  important  part  in  the 
production  of  old  age,  are  the  microbial  contents  of  the 
large  intestine.  In  his  most  recent  book,  "  The  Prolonga- 
tion of  Life,"  he  goes  into  his  theories  in  detail  and  in  the 
most  interesting  way.  The  general  trend  of  his  investiga- 
tions seem  to  show  that  he  has  some  good  grounds  for  his 
belief.  It  is  not  our  purpose  to  do  more  than  give  a  very 
cursory  review  of  his  ideas,  for  anything  else  would  take 
up  greater  time  and  space  than  is  allotted  to  us.  Nor  must  I 
be  considered  as  endorsing  all  that  he  claims,  I  am  merely 
quoting,  hoping  to  use  a  part  of  his  ideas  in  application  to 
the  particular  subject  in  which  I  am  at  present  interested. 

Metchnikoff  shows  that  animals  in  which  digestion  takes 
a  long  time  and  in  which  excretion  follows  late  have  short 
lives.  Conversely  birds,  whose  intestinal  tract  is  short  and 
simple,  are  long-lived.  That  gives  in  a  nutshell  the  vital 
points  claimed  by  the  learned  professor.  He  cites  the  horse 
as  an  example  of  an  herbivorous  animal  which  dies  young 
after  a  premature  old  age.  "  The  process  of  digestion  is 
slow  and  enormous  masses  of  nutritive  material  accumulate 
in  the  huge  large  intestine."  Food  remains  in  the  alimen- 
tary canal  four  days,  being  in  the  stomach  only  one  day 
and  in  the  intestine  the  balance  of  the  time.  The  cow  and 
the  sheep  are  other  examples  of  animals  which  become 
senile  at  an  early  age  and  die  young. 

On  the  contrary,  birds,  some  of  which  live  to  great  age, 
have  very  simple  alimentary  tracts.  The  bladder,  too,  is  ab- 
sent and  both  urine  and  excreta  are  ejected  almost  as  soon  as 
they  are  formed.  It  was  found  that  the  intestine  of  the  cow 
and  sheep  and  horse  contained  rich  colonies  of  intestinal  flora 
and  give  off  a  strong  odor  of  putrefaction.  "  The  conditions 
are  entirely  different  as  regards  the  birds,  in  which  there  is 
no  stagnation  during  the  passage  of  the  food  through  the  di- 
gestive canal." 

So  it  would  seem  that  we  are  justified  in  assuming  that  there 
is  a  relation  between  conditions  of  health  and  normal  being 
and  the  state  of  the  intestine  and  its  contents.  Hence  there  has 
arisen  a  question  as  to  whether  there  might  not  be  a  definite 
relation  between  epilepsy  and  toxic  products  having  their  origin 
in  the  intestinal  tract. 
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That  there  is  a  reflex  epilepsy  has  been  fully  demonstrated 
by  the  numerous  cures  which  have  followed  the  removal  of 
these  sources  of  irritation.  This  part  of  the  subject  has  been 
fully  investigated  and  discussed  by  Dr.  James  C.  Wood,  both 
in  his  work  on  Gynecology  and  in  various  papers  published  by 
him.  It  was  while  I  was  attending  an  operation  being  per- 
formed by  him  that  the  subject  was  discussed  by  us  and  the 
question  arose  as  to  the  possibility  of  one  cause  for  epilepsy 
being  in  the  condition  of  the  large  intestine.  He  had  called 
me  in  consultation,  the  patient  being  a  girl  who  had  had  ep- 
ilepsy for  a  number  of  years,  and  an  associated  catarrhal  colitis 
and  appendicitis.  Dr.  Wood  then  spoke  of  a  patient  upon 
whom  he  had  operated  for  appendicitis,  the  most  astonishing 
sequel  of  the  operation  being  a  cessation  of  epileptic  attacks  to 
which  she  had  been  subject  for  years.  I  do  not  believe  this  can 
be  classed  as  a  possible  reflex  case  but  rather  a  case  in  which 
the  epileptic  attacks  were  due  to  some  toxemia,  dependent  upon 
the  condition  of  the  colon  and  having  its  possible  origin  in  the 
appendix. 

It  is  conceded  that  there  is  some  relation  between  the  diges- 
tive tract  and  the  disease.  It  is  the  rule  for  the  epileptic  to  be 
put  upon  a  very  rigorous  diet.  Not  only  this,  but  it  is  recog- 
nized that  food  which  decomposes  readily  in  the  intestines  will 
render  the  patient  more  liable  to  attacks.  The  keynote  to  the 
question  of  diet  is  that  it  must  be  absolutely  non-irritating. 

It  is  true  that  in  many  cases  of  epilepsy  there  are  associated 
disturbances  of  the  intestinal  tract.  ^lost  often,  perhaps,  this 
takes  the  form  of  constipation,  but  in  a  number  of  instances 
which  have  come  under  our  observation  there  has  been  a  very 
decided  tendency  to  diarrhea.  In  one  case  in  particular  this 
has  been  this  condition  and,  while  she  has  had  the  most  care- 
ful treatment  in  the  part  of  skilled  men,  this  feature  of  her 
case  remains  unchanged.  We  know  that  these  inflammations 
of  the  colon  are  often  the  result  of  appendicel  disease  which  has 
become  chronic  and  does  not  give  any  pain.  In  this  case  might 
we  not  have  a  condition  of  toxemia  the  result  of  the  infection 
from  the  diseased  appendix  and  with  the  epileptic  attacks  as 
the  direct  sequel?  Would  we  not  be  justified  in  advising  in 
such  a  case  as  this  an  appendectomy  ? 

One  practical  application  of  what  I  have  had  to  offer  is  ein- 
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bodied  in  the  above  queries  and  they  should  serve  to  present 
to  you  the  possibilities  of  a  cure  of  some  cases  of  this  disease 
along  this  line. 

Another  point  is  the  necessity  of  special  attention  to  the  con- 
dition of  the  entire  intestinal  tract.  The  possibility  of  toxic 
infection  of  any  kind  should  be  eliminated  and  this  means  not 
only  the  regulating  of  the  diet  as  noted  above  but  the  pre- 
vention of  the  accumulation  of  large  masses  of  fecal  matter. 
The  means  for  this  prevention  are  not  only  the  proper  selec- 
tion of  food  but  the  proper  ingestion  of  that  food  so  that  the 
greatest  opportunity  may  be  given  for  its  assimilation.  Prob- 
ably the  greatest  help  to  this  lies  in  the  slow  and  thorough 
mastication  of  food.  That  this  latter  point  is  important  seems 
to  have  been  only  recently  recognized  and  much  is  now  being 
said  about  it.  We  presume  that  no  one  will  dispute  the  cor- 
rectness of  the  claim. 

A  third  very  important  point  is  the  removal  of  irritating 
masses  or  substances  from  the  bowel.  Probably  the  most  effec- 
tive way  of  doing  this  is  by  high  colon  injections  with  antiseptic 
solutions.  This  should  be  done  with  sufficient  frequency  as  to 
insure  freedom  of  the  bowel  from  these  substances.  I  have 
many  times  thought  that  we  pay  too  little  attention  to  the  ma- 
terial elements  in  the  causation  of  epilepsy  and  look  for  a  cure 
to  internal  medicine  alone.  In  90  per  cent,  of  the  cases  this 
fails  and  other  methods  must  be  sought. 

The  only  case  which  I  have  to  report,  exclusive  of  that  com- 
ing under  the  care  of  Dr.  Wood,  above  noted,  is  that  of  a  girl 
aged  9,  who  had  not  been  a  strong  baby,  requiring  constant 
care,  who  had  had  one  spasm  at  eighteen  months  lasting  three 
hours  and  coming  on  without  any  appreciable  cause.  She  had 
always  been  "  nervous  "  and  was  rather  precocious.  Three 
years  ago  she  one  day  acted  strangely.  She  suddenly  started 
for  the  closet,  her  mother  noticing  a  drawn  look  on  the  face. 
Her  mother  stopped  her,  held  her  for  a  minute  and  then  she 
"  came  to  herself  "  and  said  she  did  not  need  to  go.  She  had 
a  similar  attack  once  in  three  months^  after  this,  never  falling 
though  always  reaching  out  for  support.  She  had  two  attacks 
from  September  to  December,  1906,  then  every  ten  days  until 
February,  1907,  when  she  had  three  in  one  day.  During  the 
past  summer,  she  had  one  daily  and  from  that  time  until  I  saw 
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her,  September  8,  1907,  she  had  them  at  irregular  intervals. 
They  lasted  only  a  minute  or  two  but  were  attended  with 
the  desire  to  urinate  and  followed  by  sleepiness.  Her  gen- 
eral condition  was  good,  her  appetite  fair  and  she  was  always 
excitable  and  nervous. 

During  all  this  time  she  had  been  constipated,  and  had  had 
considerable  intestinal  indigestion.  I  referred  her  to  Dr.  L. 
K.  Maxwell,  of  Toledo,  suggesting  an  operation  for  removal 
of  the  appendix.  This  was  done  December  10,  1907,  and 
she  made  a  good  recovery. 

Under  date  of  May  8,  1908,  her  father  wrote  me,  "  Mar- 
guerite is  fifty  per  cent,  better  in  her  general  health.  She 
sleeps  better  now,  while,  before  the  operation,  it  was  almost  im- 
possible for  her  to  get  a  good  night's  rest.  Those  little  nerv- 
ous disturbancs  are  disappearing.  It  will  be  three  weeks  to- 
morrow since  we  have  noticed  any  and  we  are  watching  her 
closely.  Up  to  the  time  of  the  operation,  they  came  frequently 
and  in  series  of  three." 

Of  course,  I  realize  that  "  one  swallow  does  not  make  a 
summer/'  but  the  difference  is  so  marked  that  I  feel  justified 
in  making  this  report.  There  was  no  other  treatment  to  which 
the  improvement  could  be  attributed,  and  up  to  the  time  she 
came  under  my  observation  she  had  had  the  most  careful  at- 
tention though  without  any  benefit. 

I  have  under  my  care  at  the  present  time  a  case  which  I 
regard  as  presenting  the  most  typical  indications  warranting 
the  operation.  This  patient  is  an  unmarried  woman  twenty- 
six  years  old,  in  fair  health  outside  of  two  conditions.  She 
has  epileptic  attacks,  more  frequently  petit  mal,  but  with  oc- 
casional attacks  of  grand  mal,  and  she  has  a  chronic  colitis. 

Briefly  her  case  presented  the  following  history : — "  Trouble 
with  breathing,"  at  11  years;  at  15,  constipation  with  extreme 
bloating ;  at  19,  an  epileptic  attack  said  to  be  due  to  eating  ice 
cream  and  lasting  three  hours ;  at  22,  the  diarrhea  began  and 
she  has  not  been  free  from  it  since.  The  epileptic  attacks  have 
been  frequent  since  that  time,  except  for  a  period  of  two  years 
when  she  was  kept  constantly  under  the  influence  of  the  bro- 
mides. For  the  diarrhea  and  cramps  she  has  had  treatment 
but  without  any  successful  results. 

As  it  is  frequently  the  case  that  a  colitis  is  the  sequel  of  a 
chronic  appendictis  and  as  it  may  be  true  that  an  epilepsy  may 
be  due  to  an  auto-intoxication,  I  feel  that  I  am  justified  in 
urging  for  this  f>atient  an  operation  for  the  removal  of  the 
appendix,  hoping  to  relieve  not  only  the  colitis  but  the  ep- 
ilepsy.   There  may  be  some  important  and  interesting  results. 

655  Rose  Building. 
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LITHOPEDION  EXHIBITED  AT  AND  REPORTED  TO 
THE  OBSTETRICAL  SOCIETY  OF  THE  A.  I.  H. 

BY    H.    L.    BARNUM,    M.D. 

(Specimen   discovered   at  Autopsy  by  Dr.  K.  R.  Barnum,  Resident 
Physician  West  Jersey  Homeopathic  Hospital,  Camden,  N.  J.) 

'I  have  been  asked  to  present  this  specimen  and  to  explain 
if  possible  some  of  its  etiological  factors  and  give  you  some 
statistics  as  to  its  rarity. 

First  let  me  give  you  a  short  history  of  the  case.  Woman, 
aged  86  years,  fell  and  fractured  the  neck  of  femur,  was 
brought  to  hospital  and  died  ten  days  after  admission.  Death 
being  due  to  intra-abdominal  pressure  from  tumor  and  shock. 

On  admission  we  noticed  a  hard  tumor  in  the  abdomen 
which  we  naturally  supposed  was  an  old  fibroid,  not  having 
any  history  of  the  case,  as  she  was  irrational  while  here. 

On  post  mortem  this  calcified  baby  was  found  in  the  peri- 
toneal cavity  attached  only  by  a  small  adhesion  to  the  posterior 
wall  of  the  peritoneum.  On  inquiring  of  her  family  after 
death,  it  was  learned  that  at  the  age  of  forty  she  thought  she 
was  pregnant  and  had  her  doctor  and  nurse  engaged  but 
it  never  materialized,  and  since  that  time  (since  the  Civil  War) 
she  has  carried  this  tumor. 

The  uterus,  ovaries,  and  tubes  were  normal  for  a  woman 
of  her  age,  and  there  was  no  cicatricial  tissue  of  the  tubes,  so 
we  are  justified  in  calling  this  one  of  primary  abdominal  preg- 
nancy. 

Now,  extra-uterine  pregnancy  takes  place  in  about  one  in 
500  cases.  Of  course  many  are  unreported,  and  some  are 
treated  as  pelvic  hematocele. 

The  cause  of  extra-uterine  pregnancy  was  until  lately  un- 
certain but  after  careful  examination  of  a  number  of  tubes 
from  these  cases  and  comparing  them  with  the  normal  both 
macroscopically  and  microscopically,  it  has  been  found  that 
the  causes  are  pathological  conditions  in  the  tube  obstructing 
the  lumen  and  preventing  the  impregnated  ovum  from  passing 
into  the  uterus.  These  pathologic  changes  are  hyperplasia, 
hyperemia,  neoplasmic  growths  such  as  polypi  and  malforma- 
tion of  the  tube,     ere  the  question  arises,  "  How  does  the 
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ovum  become  impregnated  if  the  tube  is  obstructed  ?  "  Ex- 
periment has  shown  that  if  the  tube  of  one  side  is  completely 
removed,  that  impregnation  can  take  place  by  passage  of  the 
male  germ  from  the  opposite  side  through  the  peritoneal  cav- 
ity to  the  ovary.    Process  of  chemotaxis  probably. 

The  forms  of  extra-uterine  pregnancy  atre,  in  order  of  their 
frequency : 

Tubal  (including  interstitial  or  intramural)  tubo-uterine,  in- 
tra-peritoneal,  intra-ligamentous,  and  extra-peritoneal.  Tubo- 
ovarian,  ovarian,  abdominal.  Abdominal  may  be  primary  or 
secondary,  the  secondary  variety  being  secondary  to  ruptured 
tube. 

It  will  take  too  long  to  explain  each  tube  form  here,  but  as 
this  case  was  one  of  the  rarest  form,  I  will  follow  its  growth 
with  you.  In  primary  abdominal  pregnancy  the  ovum  on  es- 
caping from  the  ovisac  becomes  impregnated  in  the  peritoneal 
cavity,  probably  first  on  the  surface  of  the  ovary  or  external 
ovarian  pregnancy.  It  then  drops  to  the  floor  of  the  abdom- 
inal cavity  and  here  becomes  fixed  in  the  iliac  fossa,  the  cul- 
de-sac  of  Douglas,  or  even  higher  up  on  the  intestines. 

The  peritoneum,  underlying  the  ovum,  then  becomes  hyper- 
emic  and  hyperplastic  and,  on  account  of  the  congestion,  an 
exudate  is  thrown  out  which  ultimately  covers  the  ovum  and 
thus  forms  a  complete  cyst  wall  containing  newly  formed 
blood  vessels.  This  structure  assumes  the  function  of  the  de- 
cidua,  the  placenta  attaches  itself  to  the  underlying  peritoneum, 
and  pregnancy  may  go  to  term  without  interruption. 

Two  or  three  weeks  ago  I  had  the  pleasure  of  seeing  a  post- 
mortem performed  by  Drs.  Komdoefer  and  Mercer  on  a  case 
of  abdominal  pregnancy  at  term,  the  mother  having  died  of 
sepsis.  It  showed  the  attachment  of  the  placenta  to  the  per- 
itoneum and  the  formation  of  this  sac  in  such  a  way  that  it 
could  not  be  dissected  away  from  the  peritoneal  wall. 

Now  the  retrograde  changes  which  take  place  in  the  fetus 
after  death  either  intra-  or  extra-uterine  depend  upon :  Period 
at  which  fetal  death  occurs,  length  of  time  the  deceased  product 
remains  in  the  body,  and  whether  or  not  there  is  access  of  air 
to  the  gestation  sac. 

Maceration,  occurring  only  when  membranes  have  not  rup- 
tured, is  a  non-putrefactive  decomposition  resulting  from  the 
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action  of  the  amniotic  fluid  on  fetus.  The  amniotic  fluid  ab- 
sorbs the  coloring  matter  of  the  blood  and  fetus  presents 
wrinkled  and  soft  appearance. 

Absorption:  The  so-called  spontaneous  cure  of  extra-uter- 
ine pregnancy  takes  place  only  before  third  month.  It  con- 
sists in  a  maceration  and  ultimate  complete  absorption  of  fe- 
tal parts  and  liquor  amnii. 

Mummification:  a  change  only  possible  before  rupture  of 
membranes  and  occurs  when  fetal  death  has  followed  a  slow 
process  of  inanition.  Decomposition ;  due  to  entrance  of  air 
carrying  germs  of  decomposition.  When  soft  structures  are 
removed  by  process  of  disintegration  and  bones  remain  to 
ulcerate  their  way  through  tissues. 

Adipoceration  or  Saponification:  fetal  structures  undergo 
fatty  change  due  to  deposit  of  cholesterine,  sodium,  potassium, 
and  calcium.  Calcification:  deposit  of  lime  salts  in  tissue  of 
fetus  producing  hard  and  stony  condition  called  a  lithopedion, 
which  we  have  here.    Now  let  us  summarize. 

Elxtra-uterine  pregnancy  occurs  in  one  in  500  cases  of  which 
abdominal  pregnancy  is  the  rarest  form,  much  less  than  i  per 
cent.  Of  the  retrograde  changes  calcification  is  the  rarest.  I 
have  asked  Drs.  Weaver  and  Mercer,  Hahnemann  Hospital, 
Philadelphia,  for  more  statistics  but  they  say  statistics  are  not 
to  be  had  on  the  subject.  Dr.  Weaver  says  this  specimen  is 
probably  the  rarest  of  its  kind  and  I  think  he  is  right,  for  here 
we  have  a  full  term,  abdominal  calcified  fetus,  having  been  in 
this  woman's  abdomen  fifty  years  and  weighing  seven  pounds. 

THE   USES   OF   BOZZFS   DILATOR  IN   THE   ARTI- 
FICIAL DILATION  OF  THE  OS  UTERI  IN  LABOR. 

BY  J.  L.  T.  ISBISTER,   M.D. 

It  is  sometimes  said  that  we  are  meddlesome  in  our  mid- 
wifery, and  that  if  we  left  Nature  to  herself,  the  patient  would 
be  all  the  better  for  it.  But  there  are  cases  where  Nature  fails, 
and  without  a  very  apparent  cause.  Take  the  case  of  the  un- 
fortunate primipara  with  a  thin  slowly  dilating  os — so  slow 
that  the  woman  gets  no  real  rest  or  sleep  day  or  night  for 
several  days.    There  may  be  superadded  vomiting,  preventing 
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her  taking  the  all-important  food  and  nourishment,  and  the 
weather  may  be  semi-tropical,  and  day  and  night  both  alike 
hot.  Want  of  sleep,  want  of  food,  and  an  exhausting  atmos- 
phere may  not  be  dangers,  but  they  pave  the  way  for  real 
dangers,  such  as  uterine  inertia  and  post-partum  hemorrhage, 
and  these  in  their  turn  predispose  to  retained  placenta  and 
membranes  and  sepsis.  In  obstetric  practice  one  train  of  cir- 
cumstances will  frequently  lead  to  another.  Far  too  often  the 
labor  is  ushered  in  by  rupture  of  the  membrane  or  at  least  by 
a  leakage  of  the  waters  before  the  os  is  fully  dilated.  If  so 
there  is  real  cause  for  anxiety.  Pulse  and  temperature  may 
still  remain  normal,  but  in  time  we  must  expect  them  to  show 
a  slight  rise.  The  patient  looks  exhausted,  and  yet  the  os  is 
perhaps  not  more  than  half  dilated.  In  such  a  case  we  can 
complete  the  labour  by  dilatation  of  the  os  and  application  of 
forceps.  We  may  employ  manual  dilatation  or  Champetier  de 
Ribes'  bag  or  'Some  metal  dilator,  such  as  Bozzi's  or  Fromer's 
modification  of  the  same.  Of  three  such  cases  I  can  speak 
in  which  the  membranes  being  ruptured  the  partially  dilated 
cervix  was  fully  dilated  by  a  Bozzi's  dilator  without  inflicting 
any  macroscopic  rupture  of  the  same.  All  three  cases  made 
an  uneventful  recovery  without  temperature,  and  the  artificial 
completion  of  the  labor  did  good  and  may  have  prevented 
much  harm. 

Let  us  take  another  class  of  cases.  A  patient  was  at  full 
term,  and  I  was  summoned  because  she  had  had  a  slight  faint- 
ing attack.  She  recovered  before  my  arrival,  and  seemed  very 
bright  and  well.  Labor  had  not  even  started,  and  everything 
appeared  to  be  normal,  but  I  had  really  failed  to  detect  the 
beginning  of  a  concealed  accidental  hemorrhage,  as  six  hours 
later  when  I  was  recalled  the  bed  was  swimming  in  blood  and 
the  patient  only  half  conscious.  There  were  no  labor  pains, 
and  the  os  quite  undilated.  The  hemorrhage  had  ceased,  but  it 
might  only  be  for  a  time.  A  firm  abdominal  binder  and  va- 
ginal plug  were  the  best  temporary  means.  It  was  the  dead  of 
night,  and  there  was  neither  the  means  nor  the  time  to  remove 
the  patient  to  a  private  hospital.  I  prepared  to  dilute  the  cer- 
vix, but  by  the  time  the  anesthetist  arrived  the  first  pains  of 
labor  had  started,  and  it  was  unnecessary  to  interfere,  as  the 
pains  were  strong  and  rapid  and  labor  completed  in  a  compar- 
atively short  time.     The  child  was  born  alive,  but  died  a  few 
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hours  afterwards.  Had  the  concealed  hemorrhage  been  di- 
agnosed earlier  the  child*s  life  might  possibly  have  been  saved 
by  the  artificial  dilatation  of  the  cervix  with  the  Bozzi's  dilator, 
and  the  application  of  forceps.  As  it  was,  the  mother  only  just 
escaped  bleeding  to  death. 

And  then,  lastly  I  would  mention  three  cases  of 
eclampsia,  and  it  is  here  that  the  dilator  will  probably  find  its 
most  extensive  field  of  usefulness.  Rest  in  bed,  diet,  and 
purgatives  in  large  doses  had  failed  to  prevent  a  steady  in- 
crease in  the  amount  of  albumen.  One  or  more  bougies  in 
the  uterus  and  a  firm  plug  of  gauze  in  cervix  and  vagina  are 
not  always  certain  means  of  starting  labor — sometimes  they  do 
and  sometimes  they  do  not.  They  are  doubtless  the  best  means 
to  adopt  in  threatened  eclampsia,  but  are  not  always  rapid 
enough.  In  one  patient  they  did  a  little  good,  but  in  the  re- 
maining two  the  OS  had  to  be  fully  dilated  artificially.  All  three 
of  these  labors  were  finished  successfully  under  an  anesthetic 
by  means  of  a  Bozzi's  dilator  and  forceps. 

For  the  application  of  the  dilator  few  preparations  are  nec- 
essary, and  in  this  lies  much  of  its  value  for  emergency  work. 
With  the  patient  in  the  across-bed  position  it  is  possible  to 
carry  out  the  operation  with  all  aseptic  and  antiseptic  precau- 
ions.  Under  an  anesthetic  the  vagina  is  swabbed  out  and  a 
warm  boracic  douche  used  to  keep  the  field  of  view  clear.  A 
posterior  retractor,  a  tenaculum  for  the  cervix,  and  a  good 
light  are  necessary — an  electric  hand  torch,  or  better,  a  head 
light.  This  question  of  light  is  important.  Rubber  gloves  can 
be  worn  if  the  operator  has  lately  handled  a  septic  case.  None 
of  the  patients  mentioned  developed  septic  symptoms,  and  their 
general  condition  made  them  more  liable  than  usual.  In  man- 
ual dilatation  the  aseptic  precautions  are  difficult  to  carry  out. 

It  is  said  of  Bozzi's  dilator  that  it  is  such  a  powerful  and 
dangerous  instrument,  and  so  it  truly  is  if  used  carelessly. 
Used  carefully  it  dilates  more  gradually  than  the  over-tired 
cramped  hand,  which  we  all  know  makes  spasmodic  efforts 
and  certainly  does  not  keep  up  a  steady  continuous  dilatation 
all  the  time,  but  relaxes  its  energy  and  so  loses  time.  Certainly 
the  hand  has  its  advantage  in  softness,  but  I  think  rubber 
tubing  could  be  fixed  behind  the  caps  of  the  dilator.  The 
dilator  is  best  used  with  a  clock  in  full  view.  This  prevents 
one  hurrying,  and  it  is  really  necessary,  for  one  must  con- 
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stantly  remember  that  the  instrument  is  very  powerful  and  ca- 
pable of  doing  great  damage,  and  that  the  cervix  is  sometimes 
easily  torn.  An  undilated  os  which  is  not  rigid  can  be  fully 
dilated  in  from  40  to  50  minutes — this  is  hastening  slowly, 
for  some  authorities  do  it  more  rapidly.  The  position  of  the 
prongs  in  the  cervix  can  be  altered,  and  the  posterior  prong 
wants  watching,  for  it  frequently  slips  out  into  the  vagina, 
and  as  it  is  the  hardest  to  see,  the  operator  has  to  feel  for  it 
with  his  finger.  For  this  reason  a  more  than  four-pronged  di- 
lator is  harder  to  control ;  such  is  Fromer's  modification,  which 
has  eight  prongs. 

One  other  point :  the  indicator  scale  on  the  handle  is  said  to 
be  a  measure  of  the  dilatation  of  the  cervix,  but  it  is  not  truly 
so.  Mathematically  what  we  require  is  an  indicator  of  the 
lateral  stress  on  the  arms  of  the  levers.  In  practice  the  ends 
of  the  arms  are  bent  inwards  by  the  strain,  and  the  more 
rigid  the  cervix  the  greater  the  strain  and  the  more  the  bend- 
ing. When  the  vernier  scale  reads  say  five  with  a  rigid  cervix, 
the  dilatation  is  less  than  when  it  reads  five  with  a  soft  dila- 
table cervix.  Hence  one  must  not  depend  on  the  scale  alone, 
but  on  the  appearance  and  tension  of  the  cervix — the  bending 
of  the  arms  and  the  feeling  of  pressure  on  the  screw. 

Some  will  say,  why  not  use  a  Champetier  de  Ribes'  bag  in 
some  cases,  and  no  doubt  that  is  true  of  many  but  not  of  all. 
The  bag  is  more  gradual  and  softer,  but  it  is  not  quick  enough 
in  accidental  hemorrhage  and  hardly  quick  enough  in  eclamp- 
sia. It  is  harder  to  sterilize,  it  is  not  always  easy  to  introduce, 
and  it  cannot  be  used  if  the  os  is  quite  undilated.  Again,  the 
bag  passes  several  inches  into  the  uterus  and  tends  sometimes 
to  alter  the  presentation,  which  is  not  one  of  the  faults  of  the 
metal  dilator.  The  newer  operation  of  vaginal  Caesarean  sec- 
tion may  in  time,  according  to  recent  authorities,  supplant 
dilators  of  all  kinds  for  a  certain  class  of  case,  but  it  of  ne- 
cessity requires  a  skilled  operator,  an  hospital,  and  many  as- 
sistants and  nurses,  all  of  which  are  so  often  unattainable  and 
are  not  necessary  for  the  emergency  application  of  a  Bozzi's 
dilator. 

In  conclusion  let  us  not  forget  that  the  dilator  is  very  pow- 
erful and  very  dangerous  if  used  hastily.  If  we  always  re- 
member this  the  instrument  will  always  be  safe  in  our  hands. 
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ANTE-  AND  POST-PARTUM  HEMORRHAGE. 

BY  F.    BARRINGTON,    M.D. 

I  shall  confine  myself  as  far  as  possible  to  the  practical  as- 
pect of  this  subject,  touching  on  those  methods  of  treatment 
I  have  found  most  reliable  in  practice. 

Ante-partum  Hemorrhage. — Under  this  designation  may  be 
included  cases  of  uterine  hemorrhage  from  the  placental  site, 
during  the  last  three  months  of  pregnancy  or  the  first  and  sec- 
ond stages  of  labor.  Thus  defined,  the  cases  are  divided  into 
two  classes,  the  essential  diflference  between  them  being  the 
situation  of  the  placenta. 

(i)  In  the  more  frequent,  the  placenta  occupies  some  part 
or  the  whole  of  the  lower  uterine  segment.  Ante-partum  hem- 
orrhage is  bound  to  occur,  because  the  changes  which  normally 
take  place  in  this  segment  before  and  during  labor  inevitably 
cause  the  placenta  to  be  detached  from  it.  These  are  known 
as  cases  of  placenta  previa  or  unavoidable  hemorrhage. 

(2)  When  the  hemorrhage  results  from  premature  separa- 
ti(Mi  of  the  normally  implanted  placenta  it  is  called  **  acci- 
dental." Clinically  there  are  two  varieties  in  this  class — con- 
cealed accidental  hemorrhage  and  revealed  accidental  hemor- 
rhage. 

Diagnosis, — As  in  both  placenta  previa  and  revealed  acci- 
dental hemorrhage  there  is  visible  external  bleeding,  a  definite 
diagnosis  as  to  which  exists  can  only  be  made  with  certainty 
by  digital  examination  through  the  internal  os,  and  recognizing 
that  in  the  former  the  placenta  occupies  the  lower  uterine  seg- 
ment. When  the  placenta  cannot  be  felt  in  the  lower  segment, 
and  either  bare  uterine  wall  or  blood-clot  is  palpable,  the  case 
must  be  regarded  as  one  of  accidental  hemorrhage. 

Concealed  Accidental  Hemorrhage  gives  rise  to  a  train  of 
signs  and  symptoms  which  are  characteristic : — 

I.  Those  due  to  rapid  over-distention  of  the  uterus.  There 
is  severe  ever-increasing  pain  combined  with  shock.  On  ex- 
amination per  abdomen  the  uterus  is  very  large,  very  hard,  and 
very  tender;  the  fetal  parts  cannot  be  outlined  and  the  fetal 
heart  is  inaudible.  The  visible  bleeding  from  the  uterus  is 
slight  or  absent. 
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2.  Those  due  to  loss  of  blood,  varying  with  the  severity  of 
the  bleeding — e.  g.,  increased  rapidity  of  pulse  rate,  subnor- 
mal temperature,  pallor  or  blanching  of  skin  and  raucous  mem- 
branes, and  in  cases  of  great  intensity,  syncopal  attacks,  rapid 
deep  breathing,  restlessness,  cold  perspiration  and  rapid  death. 

Treatment  of  Placenta  Previa. — The  first  point  to  emphasize 
in  treatment  is  that  pregnancy  or  labor  should  be  terminated 
in  the  most  conservative  manner  as  soon  as  possible  after  pla- 
centa previa  has  been  diagnosed,  whether  the  hemorrhage  has 
temporarily  ceased  or  not.  Cases  should  in  the  first  place  be 
treated  by  one  of  the  following  methods : 

(a)  By  plugging  the  lower  uterine  segment  with  the  half- 
breech. 

This  method  may  be  adopted  when  the  cervix  is  sufficiently 
dilated  to  admit  two  fingers  and  the  membranes  unruptured. 
If  the  head  or  shoulder  presents,  bipolar  version  must  first  be 
performed;  if  the  breech  presents,  version  is  obviously  un- 
necessary. In  cases  of  central  placenta  previa,  the  placental 
tissues  must  be  penetrated  to  gain  access  to  the  amniotic  sac. 
In  the  marginal  variety,  the  edge  of  the  placenta  should  be 
sought  and  the  membranes  ruptured  outside  it.  Always  en- 
deavor, however,  to  reach  the  edge  of  the  placenta  rather  than 
perforate  its  substance.  One  foot  is  then  seized,  if  necessary, 
by  bullet-forceps,  and  a  leg  pulled  down  into  the  vagina ;  the 
half-breech  plugs  the  lower  uterine  segment  very  efficiently, 
and  gentle  traction  being  maintained  by  a  noose  of  tape  round 
the  ankle,  continuous  and  effective  compression  of  the  placental 
site  is  kept  up.  After  this  maneuver  delivery  should  be  left  to 
nature  and  on  no  account  be  hurried,  but  abdominal  massage 
may,  if  necessary,  be  employed  to  stimulate  uterine  action. 
This  method,  utilizing  a  natural  dilator,  attains  the  main  es- 
sentials for  safely  treating  a  case  of  placenta  previa,  viz., 
checking  hemorrhage,  promoting  dilatation  of  the  cervix,  stim- 
ulating uterine  action,  and  promoting  evacuation  of  the  uterus. 
A  word  of  warning  may  be  uttered  about  the  employment  of 
accouchement  force  in  these  cases.  It  is  imperative  to  remem- 
ber that  no  attempt  should  ever  be  made  to  deliver  the  fetus 
through  an  incompletely  dilated  os.  Owing  to  the  softened  and 
vascular  condition  of  the  cervix,  the  risk  of  laceration  is 
great,  and  a  fatal  traumatic  hemorrhage  may  supervene  if  any 
of  the  large  vessels  going  to  the  placenta  are  torn  across. 
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(b)  By  plugging  the  lower  uterine  segment  with  a  rubber 
dilator,  e.  g,,  de  Ribes'  bag.  This  is  an  excellent  alternative 
to  the  first  named  in  head  presentations.  The  membranes 
must  be  ruptured  before  the  introduction  of  the  bag  into  the 
amniotic  sac.  If  inflated  with  air  it  is  a  safer  and  quite  as  ef- 
ficient a  dilator  as  when  filled  with  boracic  or  normal  saline 
solution.  To  cause  sufficient  compression  and  insure  contin- 
uous traction,  it  should  be  connected  to  the  foot  of  the  bed  by 
an  elastic  cord  or  a  light  weight  (2  lb.)  extension  apparatus 
employed.  It  is  allowed  to  remain  in  the  uterus  until  the  cer- 
vical canal  is  so  dilated  that  it  slips  out,  the  average  time 
of  this  occurrence  being  about  five  hours ;  delivery  being  then 
accomplished  by  forceps.  For  use  in  general  practice  it  is  in- 
ferior to  version,  but  in  the  rare  cases,  where  the  membranes 
have  been  ruptured,  and  turning  is  no  longer  possible,  it  may 
be  of  great  service  as  a  preliminary  to  slow  forceps  extraction. 

(c)  By  plugging  the  cervix  and  vagina  with  gauze. 
Should  be  strictly  limited  to  those  few  cases  in  which  the 

bleeding  is  inconsiderable,  the  patient  is  not  in  labor,  and  the 
cervix  will  not  admit  two  fingers.  The  plug  should  be  tightly 
placed  in  the  cervix  and  the  vagina,  from  the  fornices  to  the 
vulva,  be  of  iodoform  gauze,  wrung  out  of  half  per  cent,  lysol 
solution,  and  should  not  remain  in  longer  than  six  hours.  A 
tight  abdominal  binder  should  be  applied.  Sufficient  dila- 
tation is  then  usually  obtained  to  allow  delivery  to  be  effected. 
Treatment  of  Concealed  Accidental  Hemorrhage. — Most  of 
these  cases  occur  before  the  patient  is  in  labor  and  do  not  admit 
of  temporizing  measures.  Complete  uterine  inertia  occurs 
owing  to  paralysis  of  the  uterine  muscle  from  over-distention, 
and  it  is  therefore  impossible  to  induce  labor  pains.  The 
bleeding  must  be  immediately  checked,  and  in  order  to  do  this 
the  seat  of  hemorrhage  must  be  directly  reached.  Great  care 
and  judgment  are  needed  in  planning  the  line  of  treatment. 
The  choice,  guided  by  the  urgency  of  the  case,  will  lie  be- 
tween : 

1.  Instrumental  dilatation  of  the  cervix  to  permit  the  intro- 
duction of  de  Ribes*  bag  or  manual  dilatation  with  delivery  by 
version  or  forceps. 

2.  Obstetric  hysterotomy  (so  called  vaginal  Caesarean  sec- 
tion) being  safer,  as  it  can  be  more  rapidly  carried  out,  and 
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entails  less  shock  than  either  supra-vaginal  hysterectomy  or 
the  classical  Caesarean  operation. 

But  whatever  is  decided  upon  must  be  carried  out  without 
a  moment's  delay.  In  grave  cases,  during  the  interval  between 
the  diagnosis  and  the  operative  measure  being  commenced,  the 
vagina  may  be  plugged,  an  abdominal  binder  applied  with  an 
attempt  at  restoration  made  by  saline  enemata  or  saline  in- 
fusion. When  the  patient  is  in  labor  with  strong  uterine  con- 
tractions, the  risk  is  greatly  diminished,  and  the  treatment  is 
the  same  as  that  of  cases  of  revealed  accidental  hemorrhage  in 
labor. 

Treatment  of  Revealed  Accidental  Hemorrhage. — Both  the 
treatment  and  the  prognosis  depend  to  a  very  great  extent  upon 
the  time  at  which  the  hemorrhage  starts.  If  the  patient  is  in 
labor,  the  danger  is  greatly  diminished,  and  the  treatment  sim- 
plified ;  in  the  absence  of  uterine  contractions  the  reverse  holds, 
and,  it  may  be  added,  this  general  statement  applies  to  all 
forms  of  ante-partum  hemorrhage. 

1.  If  the  patient  is  not  in  labor.  Slight  cases  may  be 
treated  palliatively  by  complete  rest  in  bed,  with  the  foot 
raised,  light  diet  without  stimulants  and  the  administration 
of  an  opiate.  These  are  the  only  cases  of  ante-partum  hemor- 
rhage that  admit  of  such  treatment,  with  this  proviso,  that 
after  a  single  severe  hemorrhage  or  several  slight  recurrences^ 
labor  should  be  induced. 

The  first  indication  is  the  immediate  checking  of  hem- 
orrhage, and  the  second,  the  induction  of  labor.  Both  these 
indications  are  fulfilled  as  follows : — Through  a  posterior  spec- 
ulum the  vagina  is  tightly  packed  from  the  fornices  to  the 
vulva  with  sterilized  iodoform  gauze  and  cottonwood  swabs, 
both  wrung  out  of  half  per  cent,  lysol  solution;  an  abdominal 
binder,  tight  enough  to  compress  the  uterus,  is  then  applied; 
finally  a  T-bandage  is  brought  down  between  the  thighs,  and 
fixed  firmly  over  an  ample  wool  vulvar  pad.  This  plug  is  left 
in  situ  for  twelve  hours,  by  which  time  labor  usually  sets  in; 
if  not,  it  is  reapplied.  Careful  watching  of  the  patient  is  es- 
sential to  see  that  concealed  hemorrhage  does  not  occur;  the 
first  sign  of  such  supervention  being  the  complaint  that  the 
binder  is  becoming  unbearably  tight. 

2.  If  the  patient  is  in  labor  and  the  uterine  contractions 
strong  when  the  hemorrhage  starts,  the  first  thing  to  be  done 
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IS  to  rupture  the  membranes,  but  it  must  be  emphasized  that 
rupture  of  the  membranes  is  only  safe  when  the  uterus  is  con- 
tracting vigorously  and  is  therefore  capable  of  keeping  up 
the  rhythmical  contractions  to  prevent  further  hemorrhage. 
If  the  OS  is  small,  the  vagina  is  plugged  as  described  until  ex- 
pulsive pains  occur.  If  the  os  admits  two  fingers  only,  adopt 
bipolar  version.  If  the  os  is  half  or  more  dilated  and  the  pre- 
senting part  is  not  fixed,  podalic  version,  followed  by  extrac- 
tion, is  the  best  line  of  treatment.  If  the  os  is  fully  dilated  and 
the  head  fixed,  forceps  extraction,  is  indicated. 

Conduct  of  the  third  stage  following  Ante-partum  Hemor- 
rhage,— The  greatest  care  must  be  exercised.  If  the  ante- 
partum hemorrhage  has  been  copious,  the  extra  amount  lost 
post-partum  may  not  be  great  because  of  the  collapsed  condi- 
tion of  the  patient,  yet  it  is  sufficient  to  settle  the  question  of 
life  or  death.  Therefore  in  such  the  possibility  of  prompt 
manual  removal  of  the  secundines  may  be  foreshadowed  and 
the  necessaries  for  immediate  uterine  tamponade  should  be  in 
readiness.  I  cannot  help  thinking  the  last-named  is  a  wise  pro- 
cedure in  such  cases,  as  a  prophylactic  against  further  blood 
loss,  for  the  gauze  not  only  presses  directly  on  the  utero-pla- 
cental  vessels  but  the  uterus,  invariably  contracting  upon  it, 
prevents  the  copious  post-partum  trickle,  which  may  be  re- 
garded as  the  last  straw  accounting  for  a  fatal  issue. 

Post-partum  Hemorrhage  is  applied  to  any  loss  of  blood  so 
copious  as  to  produce  constitutional  symptoms  after  the  birth 
of  the  child.  Reference  is  alone  made  to  primary  post-partum 
hemorrhage  which  may  be — (i)  Placental  site  hemorrhage; 
(2)  Traumatic  hemorrhage. 

Treatment  of  Placental  Site  Hemorrhage, — A  Prophylactic 
Treatment. — Proper  management  of  the  second  and  third 
stages  of  labor  reduces  the  number  of  cases  of  placental  site 
hemorrhage  to  a  minimum. 

The  second  stage  must  not  be  allowed  to  exhaust  the  uterus, 
and  must  be  terminated  artificially  when  necessary ;  methods  of 
hastening  delivery  should  assist  but  never  replace  uterine  action, 
and  cessation  of  pains  during  the  second  stage  of  labor  must 
ever  be  regarded  as  an  absolute  contra-indication  to  delivery. 
The  key  to  the  successful  management  of  the  third  stage  is  the 
unremitting  watchfulness  of  the  left  hand,  which  is  kept  on 
the  fundus,  roofing  it  over  as  it  were,  by  sinking  its  ulnar  edge 
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tranversely  into  the  abdomen  just  below  the  umbilicus,  during 
the  entire  stage.  This  unremitting  watchfulness  is  adapted  to 
control  the  uterus,  to  ascertain  the  condition  of  contraction  and 
relaxation,  to  promote  contraction  by  gentle  friction  on  the 
fundus,  and  to  prevent  the  accumulation  of  clots  in  the  cavity 
when  contractions  are  feeble  or  absent.  The  detachment  of 
the  placenta  can  only  be  carried  out  properly  by  the  natural 
mechanism,  and  premature  use  of  Crede's  maneuver  is  harm- 
ful, because  it  interferes  with  the  process  of  continuous  retrac- 
tion of  the  uterine  muscle,  which  needs  time,  and  is  essential 
alike  for  the  efficient  closure  of  the  uterine  vessels  and  the 
physiological  detachment  of  the  placenta.  Too  early  and  too 
energetic  employment  of  Crede's  maneuvre  therefore  lays  the 
patient  open  to  risk  of  hemorrhage  and  retention  of  a  portion 
of  the  secundines.  The  detachment  of  the  placenta  may  take 
from  ten  minutes  to  an  hour  or  more,  and  the  time  is  well 
spent,  for  it  may  save  the  obstetrician  hours  or  days  of  sub- 
sequent anxiety.  The  proper  time  for  resorting  to  Crede's 
maneuver  is  when  the  uprising  fundus  and  lengthening  cord 
indicate  that  the  physiological  separation  of  the  placenta  is 
complete ;  then  it  is  good  practice  to  help  Nature  and  conclude 
the  third  stage,  during  a  uterine  contraction,  by  expression 
from  above.  Put  tersely,  the  left  hand  plays  the  part  of  a 
sentinel  to  the  uterus,  watching  and  guarding  it  during  the 
period  of  placental  detachment,  but  it  becomes  an  active  ex- 
pressing agent  when  this  period  is  completed  by  Nature. 
When  the  placenta  appears  at  the  vulva,  it  should  be  received 
in  the  right  hand,  rotated  so  as  to  twist  the  membranes,  the 
latter  being  allowed  to  slip  out  without  traction.  When  after 
careful  inspection  it  is  ascertained  that  the  secundines  have 
come  away  in  entirety,  a  hypodermic  injection  of  ergotin 
should  be  given  deep  in  the  buttock.  Of  course,  if  there  is 
undue  placental  hemorrhage,  it  would  be  dangerous  to  await 
spontaneous  separation  of  the  placenta;  but  what  I  wish  to 
emphasize  is  this :  that  a  hurried  normal  third  stage  is  respon- 
sible, not  only  for  post-partum  hemorrhage,  but  for  complica- 
tions during  the  puerperium  and  as  a  consequence  increased 
puerperal  mortality  and  morbidity. 

5. — Immediate  treatment  in  the  main  is  directed  towards 
restoration  of  the  suspended  activity  of  the  uterine  muscle,  in 
order  to  insure  its  continuous  retraction.    For  success  it  is  es- 
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sential  in  the  majority  of  cases  to  plan  a  definite  course  of 
action  and  to  know  the  successive  steps  thoroughly.  The 
plan  must  be  methodical,  and  implies  that  the  failure  of  each 
reliable  measure  in  turn  requires  promptly  the  adoption  of  a 
subsequent  more  serious  maneuver.     Such  a  plan  is  as  follows : 

1.  Manipulation  of  the  uterus  per  abdomen.  If  the  hemor- 
rhage starts  after  the  birth  of  the  child  and  is  not  checked 
by  massage  of  the  fundus,  ascertain  if  the  placenta  is  in  the 
uterus  or  vagina.  If  in  the  uterus,  try  fuller  massage  for  a 
short  time.  If  this  does  not  check  the  bleeding,  or  if  the  pla- 
centa is  in  the  vagina, 

2.  Manual  expression  of  the  placenta  by  Crede's  method,  if 
possible,  and  then  stimulate  the  fundus  by  friction  and  com- 
pression with  both  hands.     If  the  placenta  cannot  be  expressed, 

3.  Qearing  out  the  uterus.  Place  the  patient  in  the  cross- 
bed  position,  pass  a  catheter,  remove  the  whole  placenta  and 
membranes  by  the  gloved  right  arm  working  in  conjunction 
with  the  left  hand  on  the  abdomen.  Then  give  a  hot  intra- 
uterine douche  of  lysol  (i  drahm  to  the  quart),  prepared  by 
the  nurse  during  i.  These  measures  suffice  for  all  but  the 
most  serious  cases.  If  the  placenta  has  been  previously  ex- 
pressed and  bleeding  persists,  do  not  waste  time  by  douching 
out  the  uterus,  but  immediately  adopt. 

4.  Bimanual  compression  of  the  uterus,  it  being  now  evi- 
dent that  evacuation  of  the  uterine  cavity  fails  to  induce  prefer 
retraction  and  the  inertia  is  intractable.  Compress  the  fundus 
firmly  between  the  closed  right  hand  in  the  vagina  and  the 
other  on  the  abdominal  wall,  and  keep  up  firm  compression 
until  the  contraction  of  the  uterine  muscle  is  well  maintained 
for  some  time,  to  enable  the  organ  to  recover  its  tone.  A  hot 
intra-uterine  douche  may  then  be  given.  Direct  pressure  on 
the  bleeding  organ  and  the  placental  site  must  control  the  hem- 
orrhage from  the  utero-placental  vessels.  There  is  no  case  of 
placental  site  hemorrhage  wh}ch  cannot  at  once  be  completely 
controlled  by  bimanual  compression  provided  the  uterus  has 
been  previously  emptied  of  its  contained  blood-clots  and 
placental  fragments  by  the  hand. 

5.  Tamponade  of  the  uterine  cavity  with  idoform  gauze. 
Being  satisfied  the  uterus  is  completely  emptied,  pass  a  pos- 
terior speculum,  pull  the  uterus  well  down  after  seizing  the 
anterior  and  posterior  lips  of  the  cervix  with  bullet-forceps; 
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support  the  outside  of  the  uterus  with  the  left  hand,  and  rap- 
idly pass  the  gauze  with  the  hand  or  long  forceps  in  such  a 
manner  as  to  tightly  pack  the  whole  uterus  and  the  vagina 
down  to  the  vulva.  The  gauze  must  be  removed  in  from  12  to 
24  hours,  and  an  antiseptic  intra-uterine  douche  given. 

It  is  hardly  necessary  to  add  that  the  most  rigorous  aseptic 
technique  must  be  observed  in  all  intra-uterine  manipulations, 
which  can  be  very  materially  aided  by  a  rubber-gloved  right 
arm. 

The  last  step  in  all  cases  is  external  tamponing  of  the  uterus. 
Place  pads  or  towels  ort  the  abdominal  wall  above  the  fundus 
and  apply  firmly  the  binder,  which  should  always  be  ready  in 
position  under  the  temporary  bed,  before  labor. 

Finally,  in  regard  to  placental  site  hemorrhage,  it  must  be 
clearly  understood  that  while  a  systematic  method  is  advo- 
cated in  the  majority  of  cases,  it  is  impossible  to  follow  a 
stereotyped  plan  in  all  cases.  Special  cases,  and  these  the 
minority,  need  special  treatment.  In  cases  of  great  urgency, 
therefore,  lose  no  time,  but  use  at  once  a  method  that  will  im- 
mediately stop  the  hemorrhage — e,  g.,  immediate  and  com- 
plete evacuation  of  the  secundines  promptly  followed  by  bi- 
manual compression  of  the  uterus. 

Treatment  of  Traumatic  Post-partnm  Hemorrhage. — If  the 
hemorrhage  is  continuous,  and  continues  in  spite  of  a  com- 
pletely emptied  and  well  contracted  uterus,  it  must  be  trau- 
matic and  may  originate  in  the  neighborhood  of  the  clitoris, 
but  usually  from  deep  lateral  tears  of  the  perineum  or  lacer- 
ation of  the  cervix,  which  may  extend  to  the  vaginal  roof. 
Catgut  sutures  deeply  passed  by  a  curved  needle  and  tightly 
tied  will  completely  control  the  hemorrhage. 

Restorative  Treatment  in  Post-hemorrhagic  Collapse. — ^The 
hemorrhage,  whether  ante  or  post  partum,  having  been  con- 
trolled, it  is  imperative  to  counteract  the  effect  of  the  severe 
blood  loss  and  the  resultant  collapse.  The  indications  for 
treatment  are  threefold — 

1.  To  stimulate  the  heart:  alcohol  by  mouth,  coffee  and 
brandy  enemata. 

2.  To  keep  the  blood  in  the  important  organs,  /.  e.,  the  brain 
and  viscera:  by  raising  the  foot  of  the  bed. 

3.  To  increase  the  amount  of  fluids  in  the  blood  vessels: 
by  giving  plenty  of  diluent  drinks  by  the  mouth,  by  adminis- 
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tration  of  normal  saline  enemata,  and  by  the  infusion  of  ster- 
ilized saline  solution  into  a  vein  or  into  the  loose  cellular  tissue 
of  the  axilla.  In  really  bad  cases,  i.e.,  when  the  patient  is 
cold,  blanched  with  feeble,  almost  uncountable  pulse,  her  in- 
terests will  be  best  served  by  immediately  infusing  normal 
saline  solution  into  the  median  basilic  vein,  the  fluid  being 
slowly  run  in  at  a  foot  elevation,  until  two  or  three  pints  have 
been  given.  In  addition,  the  patient  must  be  allowed  the  great- 
est possible  amount  of  fresh  air  by  opening  all  the  windows 
and  kept  warm  with  hot  guarded  bottles  and  overspread 
blankets.  The  obstetrician  will  need  to  stay  for  some  time 
by  the  patient  until  the  fear  of  renewed  hemorrhage  or  sec- 
ondary collapse  is  past. 

Finally,  seeing  that  post-partum  hemorrhage  may  occur 
without  warning  in  any  case  of  labor,  the  obstetrical  outfit 
should  contain  a  posterior  speculum  (preferably  weighted), 
a  strong  vulsellum,  speculum  forceps,  needles  and  needle- 
holder,  iodoform  gauze  for  uterine  tamponade,  an  infusion 
needle  and  the  apparatus  necessary  for  venous  infusion. 

DISTURBANCES  OF  MENSTRUATION. 

BY    WM.    T.    CHENHALL,    M.D. 

Disturbances  of  menstruation  bulk  so  largely  in  the  daily 
work  of  the  family  physician  and  gynecologist  that  no  apology 
is  needed  in  introducing  the  subject  for  review.  Observation 
of  500  consecutive  cases  in  my  private  practice  convinces  me 
that  the  menstrual  habit  of  every  woman  embraces  curiously 
individual  prodromata  and  coincident  phenomena  peculiar  to 
herself.  Menstruation  and  ovulation  are  correlative  and  prac- 
tically synchronous,  being  both  controlled  by  a  common  fac- 
tor to  which  functional  activity  of  the  ovaries  is  essential. 
Ovulation  causes  increased  metabolism  before ;  lassitude,  head- 
ache, sense  perversions  and  pigmentations  during,  and  in- 
creased sexual  activity  after  the  flow,  which  itself  depends 
upon  normal  intense  congestion  of  the  uterine  mucosa.  Dis- 
ordered menstruation  is  always  symptomatic.  Exact  treat- 
ment, therefore,  depends  upon  recognition  of  its  cause. 

Amenorrhea,  relative  or  absoulute,  dependent  upon  anatomi- 
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cal  lesion  is  permanent,  but  when  constitutional  or  psychical 
causation  exists  the  symptom  is  transitory  and  proportional  to 
that  factor.  In  congenital  or  acquired  stenosis  menstruation 
may  occur,  but  external  evidence  is  absent.  Cessation  during 
pregnancy  and  lactation  is  normal,  yet  I  have  seen  coexistence 
of  pregnancy  of  three  months  duration,  lactation,  and  men- 
struation. I  suspected  placenta  previa.  Of  four  cases  of  sud- 
den suppression,  mental  shock  caused  two,  the  cold  douche 
one,  and  in  the  fourth  no  definite  cause  could  be  discovered. 
This  patient,  aged  30,  began  menstruation  at  15,  and  was  mar- 
ried at  24.  At  18,  when  suffering  chlorosis  and  gastric  ulcer 
with  hemorrhage,  menstruation  ceased  for  three  months.  A 
few  months  prior  to  marriage  the  intervals  lengthened  and 
the  flow  diminished.  Normal,  painless  menstruation  occurred 
twice  after  marriage,  but  not  since.  Pregnancy  did  not  oc- 
cur, and  general  health,  except  for  constipation,  remained 
good.  Anemia  not  marked.  Periodical  headache  becomes 
very  severe.  Leucorrhea  was  profuse.  The  cervix  uteri  was 
small,  but  the  uterus  itself  and  adnexa  normally  developed  and 
placed.  I  dilated  the  cervix  fully,  curetted  and  applied  iodine 
to  the  mucosa,  constipation  being  overcome  by  remedies.  This 
condition,  due  rather  to  arrest  than  perversion,  responded  to 
the  irritant,  vaso-dilator  and  general  tonic  effect  of  the  nega- 
tive pole  of  the  galvanic  current.  A  weak  current  up  to  50 
miliamperes  for  five  minutes,  followed  by  massage  of  the 
uterus  each  second  day.  This  was  continued  for  three  months 
when  menstruation  was  induced. 

I  prefer  gradual  forcible  dilatation  with  Hegar's  metal  dila- 
tors to  the  use  of  the  stem  pessary,  Wylie  drain  or  tents, 
since  the  liability  to  infection  may  be  reduced  to  a  minimum, 
and  the  results  are  equally  satisfactory-.  Two  patients  at  pres- 
ent suffering  marked  relative  amenorrhead  are  both  well-devel- 
oped healthy  women.  Each  has  one  child  five  years  old.  Men- 
struation has  gradually  become  less,  but  no  organic  lesion  is  re' 
vealed  at  examination.  Curiously  both  bear  some  relation  to 
eclampsia,  since  I  delivered  one's  child  in  the  midst  of 
eclamptic  seizures,  and  the  other  patient's  sister  has  suffered 
with  each  of  her  three  children. 

Vicarious  menstruation  is  a  misnomer.  Periodic  hemor- 
rhage other  than  uterine,  even  when  synchronous  with  ovu- 
lation, is  not  a  menstrual  secretion.    In  three  cases  it  was  sim- 
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ulated  by  a  nasal  polyp,  a  gastric  ulcer  and  an  internal  pile, 
the  bleeding  being  doubtless  induced  by  increased  metabolic 
activity  of  the  ovaries  at  the  onset  of  what  should  have  been 
a  menstrual  period. 

Examination  with  the  stethoscope  will  afford  unsuspected 
opportunity  for  inspection  of  the  breasts,  the  condition  of 
which,  added  to  the  history,  will  aiford  warrant  or  otherwise 
for  examination  of  the  pelvic  contents. 

Shock,  local  and  general,  as  well  as  psychical  influences, 
should  be  carefully  investigated,  and  among  the  category  of 
causes,  chlorosis,  tuberculosis,  diabetes,  gastric  catarrh,  leu- 
kemia, myxedema,  acromegaly,  Addison's  disease,  Basedow's 
disease,  and  hemorrhage  must  be  considered. 

Sentiment  must  not  warp  judgment  in  deciding  between 
the  postponement  and  immediate  examination.  Delay  is  in- 
admissible where  coincident  phenomena  are  manifest  without 
flow  where  severe  pain  controllable  only  by  anodynes  and  sed- 
atives occurs,  or  where  the  distress  is  possibly  due  to  sudden 
accidental  displacement  of  the  uterus.  Medicaments  are  no- 
toriously uncertain  stimulants  of  menstruation,  but  in  hope- 
ful cases,  mental  assurance,  constitutjpnal  treatment,  "  ante- 
periodic  "  hot  baths  and  counter-irritation  will  prove  beneficial 
aids  to  the  indicated  remedy.  The  nerve  controlling  menstru- 
ation must  never  be  ignored.  The  patient  should  be  constantly 
inspired  by  hope. 

Imperfect  development  is  practically  incurable,  but  in 
adolescents  the  cause  may  be  due  to  arrest  rather  than  per- 
version. Hence,  patience  should  be  observed  and  hope  enter- 
tained for  a  long  period.  In  uterus  didelphys  and  uterus  bi- 
comis,  amenorrhea  with  relative  amenorrhea  is  frequently 
met.  In  uterus  septatus  one  cavity  may  not  communicate  with 
the  vagina,  and  hematometra  with  its  train  of  serious  symp- 
toms may  arise.  In  uterus  unicornis  the  cervix  is  usually 
small,  the  vagina  narrow,  absent  or  septate;  amenorrhea  fre- 
quently exists,  but  sometimes  menstruation  is  normal  and 
pregnancy,  practically  extra-uterine  when  the  horn  is  rudi- 
mentary, occurs.  In  some  cases  of  rudimentary  uterus  the 
adnexa  are  normal  and  the  external  genitals  well  formed.  In 
one  patient  married  at  nineteen  and  of  small  stature,  I  found 
the  uterus  small,  but  the  external  genitals  and  adnexa  normal. 
After  the  third  dilatation  pregnancy  occurred  and  continued 
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to  term.  A  colleague  has  recently  delivered  her  of  a  second 
child. 

Another  woman,  aged  forty-one,  two  years  ago,  was  so 
arrested  in  development  of  the  vagina  that  I  could  with  dif- 
ficulty only  insert  my  index  finger.  Though  married  six 
weeks  sexual  intercourse  had  not  occurred.  I  gradually  di- 
lated the  vagina  with  Hegar's  dilators,  and,  after  three  weeks 
so  expanded  the  cavity  with  my  fingers  that  intercourse  was 
easily  performed.  The  cervix  uteri  being  also  dilated  preg- 
nancy almost  immediately  resulted  and  she  has  been  delivered, 
at  term,  of  a  healthy  child.  Generally,  when  the  uterine  cavity 
is  rudimentary,  even  when  the  adnexa  are  healthy  and  well- 
developed,  relative  or  absolute  amenorrhea,  accompanied  by 
dysmenorrhea,  occurs. 

It  is  most  important  that  fetal  and  pubescent  forms  of 
uterus  should  be  discovered  before  marriage,  since  in  the  lat- 
ter menstruation  may  be  stimulated,  further  development  ac- 
crue, and,  after  marriage,  pregnancy  result.  Marriage  should 
never  be  recommended  unless  menstruation  be  established.  It 
is  manifestly  unscientific  and  wicked  to  establish  hopes  for 
the  stimulation  of  menstruation  by  coition  and  resultant 
fruition  upon  so  weak  a  basis.  After  marriage  local  treat- 
ment under  the  strictest  asepsis  is  worthy  of  prolonged  trial. 

Hematometra  due  to  atresia  will  require  puncture  and  sub- 
sequent dilatation.  In  one  case,  a  hematometra  occupying  a 
rudimentary  horn  I  resected  the  horn  by  abdominal  section, 
closing  the  wound  in  the  uterus  by  deep  and  superficial  su- 
tures. 

Simple  dilatation  will  relieve  stenosis  with  relative  amenor- 
rhea, after  which  the  galvanic  current  may  be  used. 

Oophorectomy  in  the  absence  of  distinct  lesion  of  the  ovaries 
is  not  permissible  in  cases  of  relative  amenorrhea  with  dys- 
menorrhea. Ovulation  is  dependent  upon  increased  circula- 
tion, and  is  associated  with  metabolic  activity.  If  pain  be 
due  to  resultant  congestion  of  healthy  ovaries,  though  I  doubt 
it,  then  to  lessen  the  arterial  supply  by  ligature  would  seem 
more  rational.  The  ovaries  are  essential  in  maintenance  of 
physical  and  psychical  balance  and  so  fundamental  to  a 
woman's  well-being  that  I  would  rather  allow  her  to  suffer 
some  pain  than  substitute  distress,  different,  but  equal  or 
worse,  by  sudden  artificial  induction  of  the  menopause. 


Digitized  by 


Google 


Disturbances  of  Menstruation.  139 

Menorrhagia  is  but  a  symptom,  and  pelvic  congestion  its 
immediate  cause ;  hence  exact  diagnosis  of  this  cause,  direct  or 
indirect,  must  be  made. 

I  carefully  investigate  the  blood,  lymphatic,  circulatory,  di- 
gestive, and  excretory  systems,  especially  in  virgins,  before  lo- 
cal examination  is  made.  Locally,  one  finds  the  cause  in  some 
metritis,  endometritis,  or  glandular  h)rperplasia,  uterine  polyp, 
adenoma,  fibroma,  carcinoma,  threatened  or  incomplete  abor- 
tion, cystic  degeneration  of  the  ovaries  or  other  abdominal 
tiunor.  All  the  above  appear  as  causative  factors  through- 
out my  series  of  cases,  but  the  possibility  of  sarcoma  and  of 
chorio-epithelioma  should  always  be  borne  in  mind.  In  vir- 
gins examination  is  unwarranted  until  constitutional  causation 
is  eliminated  when,  under  anesthesia,  it  should  be  done  with- 
out delay,  provision  being  made,  at  the  same  time,  to  remove 
any  simple  cause  which  may  exist.  In  young  child-bearing 
women  conditions  responding  to  local  operative  treatment 
usually  exist,  and  delay  is  unnecessary  and  unwarranted.  The 
same  rule  applies  to  older  women.  In  both  these  classes  ex- 
amination of  the  pelvic  organs  is  imperatively  demanded  as 
the  first  procedure,  but  conclusions  must  not  be  hastily  drawn 
to  the  exclusion  of  possible  indirect  causation.  Medicinal 
treatment  is  paved  with  disappointment  when  gross  lesion  ex- 
ists. The  nature  of  this  lesion  will  indicate  the  necessary 
surgical  procedure. 

Metrorrhagia  is  similarly  placed  as  a  symptom,  but  the  fre- 
quency of  sarcoma  and  carcinoma  in  causation  establishes  it 
clinically  as  a  more  serious  condition.  Cardiac  insufficiency, 
hepatic  cirrhosis,  and  syphilis  are  potent  indirect  causes,  whilst 
locally,  one  may  find  endometrial  polyp,  glandular  endometri- 
tis, extra-uterine  pregnancy,  fibroid,  chorio-epithelioma  or 
carcinoma  requiring  surgical  treatment.  In  two  cases  I  found 
at  the  menopause  of  women  previously  fertile  a  curious  form 
of  metrorrhagia  for  which  no  definite  local  or  constitutional 
cause  could  be  discovered.  The  increased  density  of  the 
uterine  wall  was  probably  due  to  diminished  elasticity,  and 
several  explanations,  based  upon  this  observation,  have  been 
made.  None,  however,  are  satisfactory.  Metrorrhagia 
usually  demands  prompt  operative  treatment  in  removal  of  its 
cause  since  it  may  seriously  threaten  life.  Curettage  is  pref- 
erable to  atmocausis,  since  it  removes  the  cause  without  cre- 
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ating  a  sloughing  surface.  The  positive  pole  of  the  galvanic 
current  is  sometimes  very  effectual. 

Dysmenorrhea  presents  two  distinct  types — the  obstructive, 
a  symptom  of  congenital  defect  or  gross  lesion,  and  the  non- 
obstructive or  spasmodic  type,  in  which  the  normal  rhythmi- 
cal and  painless  contractions  associated  with  healthy  menstru- 
ation are  replaced  by  arrhythmical,  spasmodic,  and  painful  re- 
sponses which  are  abnormal. 

The  obstructive  form  is  characterized  by  the  occurrence  of 
paroxysmal  cramp-like  pains  which  simulate  those  of  labor. 
These  may  exist  for  a  day  or  more  before  the  flow,  and  sub- 
side when  it  is  established,  but  usually,  they  become  more  se- 
vere until  an  accumulated  discharge  is  expelled,  and  then  be- 
come easier.  Some  distinct  lesion  exists.  Among  unmarried 
and  sterile  women  congenital  defect  is  a  frequent  cause.  I 
should  say  that  endometritis,  metritis,  malposition  of  the 
uterus,  pelvic  inflammation,  uterine  polyp,  fibroid  and  ovarian 
tumor  thus  stand  in  the  order  of  frequency,  but  since  it  may 
be  a  symptom  of  every  pelvic  disease  careful  investigation 
is  necessary.  I  have  been  so  greatly  impressed  by  the  ag- 
gravation produced  by  obstinate  constipation  that  I  feel  sure 
no  treatment  is  thoroughly  effectual  which  does  not  over- 
come that  factor. 

In  congenital  lesions  the  effects  of  removal  of  obstruction 
by  operation  are  truly  remarkable,  even  where  a  painful  men- 
strual habit  has  become  established  by  some  obscure  secondary 
changes.  Anteflexion  only  becomes  pathological  when  the 
body  and  cervix  of  the  uterus  are  nearly  parallel ;  yet  I  should 
say  from  observation  of  my  series  of  cases  that  anteflexion  of 
the  uterus  is  the  most  constant  congenital  defect  which  causes 
obstructive  dysmenorrhea  and  sterility.  Pessaries  are  useless 
in  overcoming  this  deformity.  Enlargement  and  straighten- 
ing of  the  canal  by  dilatation  or  other  procedure  will  prob- 
ably fail  to  afford  permanent  relief  in  bad  cases.  Many,  how- 
ever, occupy  an  intermediate  position.  A  high  authority  re- 
gards anteflexion  in  these  cases  as  a  sign  that  sterility  has 
not  yet  been  overcome  and  not  requiring  treatment.  I  en- 
tirely disagree  with  the  application  of  this  rule  to  sterility  as- 
sociated with  obstructive  dysmenorrhea.  Such  association 
existed  in  a  large  number  of  my  patients  operated  upon  in 
private  practice,  where  one  may  more  easily  follow  results. 
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These  have  been  remarkable.  The  effect  of  these  results  has 
been  to  convince  me  that  true  spasmodic  dysmenorrhea  is 
much  rarer  than  I  previously  thought. 

Acquired  lesions  demand  equally  thorough  investigation, 
pain  being  meanwhile  relieved  by  rest  in  bed,  hot  saline  baths, 
and  hot  rectal  enemata.  Sterility  is  more  frequently  depend- 
ent upon  imperfect  development  than  is  usually  thought  to  be 
the  case.  I  attribute  one-third  of  all  cases  to  this  factor, 
whilst  the  balance  may  be  equally  divided  between  inflamma- 
tory diseases  and  acquired  lesions,  such  as  displacements  and 
tumor-growths.  Yet  under  (>resumably  most  unfavorable  con- 
ditions pregnancy  will  not  only  occur  but  advance  to  term. 
Accurate  diagnosis  is  essential.  The  gynecologist,  perhaps 
more  than  any  other  surgeon,  is  so  limited  in  his  opportunities 
for  examination  that  he  should  cultivate  method  and  correctly 
estimate  the  significance  of  any  lesion  which  is  discovered. 

In  making  a  vaginal  examination  in  these  cases  I  take 
the  vagina  as  a  base  line.  Passing  one's  finger  along  this 
base  line,  the  forearm  and  finger  being  straight  and  parallel 
with  the  surface  of  the  table,  one  finds  the  cervix  either 
perpendicular  or  parallel  to  this  axis.  If  then  the  cervix 
be  perpendicular  to  this  axis  and  the  os  pointing  pos- 
teriorly, the  fundus  uteri  must  be  in  a  normal  or,  at 
least,  an  anterior  position.  If,  on  the  other  hand,  one 
finds  the  cervix  parallel  to  the  vaginal  avis,  a  pathological 
condition  is  invariably  present,  and  the  fundus  will  be  found 
in  a  position  of  anteflexion,  retroflexion  or  retroversion. 
Since  one  w-ill  rarely  find  the  cervix  in  an  exact  perpendicu- 
lar or  parallel  with  the  vaginal  axis,  he  must  determine  to 
which  position  it  most  closely  conforms.  This  he  may  easily 
do  with  the  examining  finger.  Thus,  when  the  finger  im- 
pinges against  the  anterior  lip  of  the  cervix,  the  latter  must 
be  perpendicular  to  the  vagina,  and  the  fundus  will  be  in  a 
normal  or  at  any  rate  anterior  position.  The  same  finger  will 
then  also  feel  the  os  with  the  side  of  the  finger,  which  jtself, 
if  kept  in  the  correct  axis,  cannot  reach  the  posterior  fornix 
without  first  lifting  the  cervix. 

When  the  cervix  lies  in  the  axis  of  this  vaginal  base  line, 
the  finger  will  impinge  with  its  extremity  against  the  os.  will 
lie  parallel  to  the  anterior  lip  instead  of  being  perpendicular  to 
it,  and  being  also  parallel  to  the  posterior  lip  it  will  readily  reach 
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the  posterior  fornix.  Again,  having  determined  these  points, 
the  finger  may  be  passed  around  the  cervix  and  will  be  found 
constantly  parallel  with  it.  It  is  important  that  the  patient  lie 
evenly  upon  her  back,  that  the  examining  finger  and  fore  arm 
should  be  kept  in  the  same  fine  and  parallel  to  the  table,  and 
that  the  hip  be  so  placed  as  to  support  the  elbow.  The  bladder 
and  bowels  should  be  thoroughly  empty.  Since  the  fundus  of 
the  uterus  forms  the  central  point  for  all  pelvic  exam- 
inations,.  its  exact  position  and  its  freedom  or  limita- 
tion of  movement  must  be  determined  bimanually.  One 
hand  should  be  so  placed  that  its  heel  lies  firmly  on  the  sym- 
physis, the  fingers  being  placed  and  moved  just  above  the 
public  hair  so  as  to  press  the  omentum  and  intestines  out  of 
the  way.  The  fingers  should  now  be  insinuated  their  full 
length  into  the  pelvis  so  that  the  uterus  may  be  palpated  by 
pressing  the  examining  finger  against  the  cervix.  It  is  very 
difficult  for  a  woman  whilst  being  examined  to  expire  fully. 
Ask  her  to  deliberately  hold  her  breath  for  some  seconds 
when  complete  abdominal  relaxation  will  ensue.  Should  the 
cervix  be  found  in  the  axis  of  the  vagina,  some  displacement 
exists.  Suppose  then  that  the  finger  passed  behind  the  cervix 
enters  a  sharp  angle  and  beyond  that  a  rounded  body  be  felt, 
it  is,  not  improbably,  the  uterus.  But  it  may  be  a  fibroid 
tumor.  If  under  the  same  conditions  no  angle  exists  the  con- 
dition is  probably  one  of  retroversion.  It  may,  however,  be 
one  of  anteflexion,  since  considerable  widening  of  an  elongated 
cervix  may  feel  like  a  fundus. 

In  anteflexion  the  cervix  will  usually  be  found  elongated. 
It  should  be  traced  upwards,  and,  if  Douglas'  pouch  be  empty 
and  the  cervix  be  in  the  vaginal  axis,  the  condition  will  almost 
certainly  be  found  due  to  anteflexion. 

At  the  same  time  the  size,  density,  and  mobility  of  the 
uterus,  as  well  as  the  condition  and  positions  of  the  ovaries 
and  tubes,  should  be  determined.  It  is  almost  unnecessary 
to  state  that  normal  healthy  appendages  lie  constantly  at  either 
side  of  the  fundus  and  nearly  on  the  same  level  with  it,  whilst 
diseased  appendages  are  almost  invariably  prolapsed  towards 
or  into  the  pouch  of  Douglas.  The  position,  and  more  im- 
portant still,  the  mobility  of  the  uterus  must,  therefore,  in  all 
cases  be  accurately  settled. 

With  the  finger  placed  firmly  against  the  cervix  and  so  far 
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beyond  it  as  possible,  the  base  of  the  broad  ligament  may  be 
lifted.  The  cervix  will  swing  slightly  to  that  side  and  the 
ovary  will  come  down  in  contact  with  the  finger  so  that  it 
may  be  felt.    The  tube  and  ovary  may  thus  be  examined. 

Since  sterility  and  dysmenorrhea  are  due  to  various  causes, 
treatment  must  necessarily  be  varied  in  character.  In  the  ab- 
sence of  painful  menstruation  operation  is  only  permissible  for 
sterility  when  some  morbid  h)rperemia  or  congestion  of  the 
mucosa  prevents  proper  engrafting  of  the  ovum.  In  absolute 
or  relative  amenorrhea  with  sterility  it  is  justifiable  to  dilate 
the  uterine  canal  for  the  purpose  of  applying  the  negative  pole 
of  the  galvanic  current  to  restore  menstruation.  Proof  of 
the  husband's  potentiality  should  precede  operation  upon  his 
wife.  The  gynecologist's  duty  is  to  establish  normal  menstru- 
ation and  potential  fertility,  hence  it  is  useless  and  unwar- 
rantable to  establish  hopes  of  fertility  by  cervical  dilatation 
when  tubal  occlusion  renders  conception  impossible.  Me- 
dicinal treatment  is  irrational  when  alone  directed  towards 
relief  of  pain.  Stimulants  and  narcotics  damage  the  constitu- 
tion, inculcate  vicious  habit  and  introsx)ection,  and  lead,  ulti- 
mately, to  complete  moral  perversion  and  degradation. 

Among  married  women  few  difficulties  arise,  since  every 
opportunity  for  both  is  aflForded.  Unmarried  females  form 
two  classes,  and  here  the  case  is  different,  though  it  appeals 
forcibly  to  the  physician  and  gynecologist.  Marriage  fre- 
quently but  injudiciously  recommended  as  a  cure  for  dys- 
menorrhea develops  dyspareunia,  and  proves  sterility,  thereby 
causing  disappointment  and  marital  unhappiness.  Our  duty 
is  clear;  examination  under  anesthesia  will  reveal  the  cause 
and  afford  opportunity  for  its  removal.  Postponement  per- 
mits continual  dread,  recurrent  pain  and  introspection,  its 
only  warrant  being  an  occasional  spontaneous  recovery  after 
marriage  or  in  some  obscure  way.  Sentiment  must  not  warp 
judgment.  Local  treatment  certainly  means  manipulation  of 
sexual  organs,  but  performed  under  anesthesia  will  not  more 
potentially  direct  attention  to  them  than  will  being  hors  de 
combat  every  month,  with  its  accompanying  varied  forms  of 
local  treatment,  drinking  and  drugging. 

For  one  class  of  virgins  work  is  a  necessity,  and  pain  must 
be  borne  until  absolute  compulsion  forces  them  to  seek  the 
agent  of  relief  in  surgical  procedure.    Routine  treatment,  es- 
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sential  and  permissible  for  them,  should  not  be  condemned  as 
repugnant  to  those  more  fortunately  circumstanced.  Congen- 
ital anteflexion  with  some  stenosis  will,  most  frequently,  be 
found.  Pessaries  are  useless,  and  forcible  dilatation  under 
strict  antisepsis  is  alone  satisfactory.  In  the  absence  of  peri- 
uterine lesion  the  results  are  frequently  excellent.  The  di- 
rection of  the  canal  should  be  first  accurately  determined. 
The  cervix  being  held  by  strong  volsella,  Hegar's  metallic  di- 
lators should  be  slowly  and  gradually  passed.  Branching 
dilators  are  less  satisfactory,  though  the  process  may  be  more 
rapid  and  less  skill  required.  Perforation  of  the  wall  of  the 
uterus  could  only  result  from  gross  incompetence  or  care- 
lessness if  Hegar's  dilators  be  used.  A  few  days  rest  is  es- 
sential. This  operation  produces  more  shock  than  is  generally 
supposed,  and  I  have  found  it  necessary,  in  two  cases  recently 
in  hospital,  to  insist  on  ten  days'  rest  in  bed.  Rest  is  also 
essential  at  the  next  menstrual  period.  I  find  it  advantageous 
in  cases  of  marked  anteflexion  with  correlative  dysmenorrhea 
and  sterility  to  repeat  the  whole  process  after  one  or  two  per- 
iods have  passed  without  the  supervention  of  pregnancy.  A 
general  anesthetic  is  not  often  necessary.  I  entirely  dis- 
approve the  use  of  tents,  stem  pessaries,  or  the  Wylie  drain. 
After  dilatation  the  uterus  may,  with  advantage,  be  curetted. 
Pregnancy,  should  it  follow,  practically  effects  permanent 
cure. 

When  I  find  a  long  conical  cervix  and  miniature  external 
OS,  with  anteflexion  and  an  ill-developed  vaginal  vault,  I  am- 
putate the  cervix  by  Marckwald's  wedge-shaped  incisions  and 
restore  its  contour  to  normal  shape.  Single  volsella  grip  the 
anterior  and  posterior  lips  of  the  cervix,  which  are  divided 
laterally  by  knife  and  scissors.  By  excising  a  transverse 
wedge-shaped  piece  from  each  lip  a  deep  groove  is  then  closed 
by  bringing  its  vaginal  and  cervical  canal  surfaces  together 
by  a  series  of  silkworm  or  chromic  gut  sutures.  I  determine 
first  and  again  afterwards  the  potency  of  the  canal  and  the 
total  depth,  which  should  not  exceed  two  and  a  half  or  three 
inches.  The  technique  is  simple,  little  bleeding  occurs,  the 
risks  are  small,  and  a  patent  external  os,  so  essential  in  deal- 
ing with  these  cases  of  stenosis,  is  obtained.  I  always,  at  the 
same  time,  dilate  the  internal  os  with  Hegar's  dilators.  No 
drain  is  placed  in  the  cervix.     Simpson's  method  of  intro- 


Digitized  by 


Google 


Distxirhances  of  Menstruation.  145 

ducing  sutures  offers  many  disadvantages.  It  is  difficult 
to  pass  the  needle  through  a  dense  cervix,  to  divide  the  cervix 
afterwards  without  cutting  the  sutures,  and  to  pick  them  up 
where  they  cross  the  canal  of  the  cervix.  I  entirely  dis- 
approve operations  .which  divide  the  cervix  in  order  to 
straighten,  but  really  only  to  shorten,  the  canal,  since  the  risks 
of  hemorrhage  and  sepsis  are  greater  than  in  dilatation  or 
amputation  of  the  cervix,  and  the  results  are  less  satisfactory. 

Retroflexion  may  cause  obstructive  dysmenorrhea  by  kink- 
ing the  canal,  but  stenosis  such  as  exists  in  congenital  ante- 
flexion is  rare.  Probably  it  never  occurs,  since  both  body  and 
cervix  lie  in  the  plane  of  the  pelvic  outlet.  It  is  easy  to  under- 
stand how,  in  congenital  cases,  a  short  vagina  keeps  the  cer- 
vix so  low  in  the  pelvis  that  the  uterus  cannot  occupy  any 
other  position.  Here  pessaries  entirely  fail,  and  attempted 
use  brings  disrepute  upon  them  and  disappointment  to  the 
physician.  Ventro-suspension  following  dilatation  recently 
completely  relieved  a  young  woman  in  whom  variously 
moulded  pessaries  had  been  inserted  and  caused  pain  or  fell 
out  of  the  vagina.  It  is  unwise  to  promise  absolute  relief  from 
orthopedic  deformity,  even  though  the  results  in  most  cases 
are  eminently  satisfactory.  Backache  and  headache  due  to 
other  causes  not  infrequently  persist.  Acquired  retroflexion 
due  to  a  fall  or  violent  exertion,  the  bladder  being  full,  de- 
mands immediate  relief.  Patient  should  be  placed  in  bed,  the 
bladder  and  bowels  being  as  soon  as  possible  relieved.  In 
one  case  recently,  after  the  above  preliminaries  had  been  at- 
tended to,  I  placed  the  patient  in  the  knee-chest  posture  in 
order  to  displace,  by  gravity,  the  intestines.  I  then  seized  the 
cervix  with  a  strong  double  volsellum  and  drew  it  down  so 
as  to  straighten  the  canal.  With  my  right  middle  finger  in  the 
rectum  I  pushed  the  body  of  the  uterus  out  of  the  sarcal  hol- 
low between  the  utero-sacral  ligaments.  No  other  instrument 
is  permissible,  nor  should  one  be  necessary.  I  inserted  a  vag- 
inal pack  of  some  days. 

Unwarranted  prejudice  against  pessaries  now  exists.  Con- 
vinced that  they  fulfil  their  purpose  in  selected  cases,  I  shall 
continue  to  use  them.  In  1906  I  inserted  one  in  a  primipara 
who  suflFered  acute  retroflexion  three  months  after  delivery. 
The  occurrence  of  menstruation  caused  intense  pain,  and  at 
this  period  I  saw  her.     After  treatment,  as  in  the  case  just 
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described,  I  inserted  a  Hodge  pessary.  Three  months  later 
she  conceived,  and  when  the  uterus  had  risen  above  the  pelvis 
the  use  of  the  pessary  was  abandoned.  Pregnancy  went  to 
term,  when,  under  postural  rest,  regulation  of  the  bladder 
and  bowels,  spontaneous  cure  resulted.  Operation  was  thus 
averted.  In  cases  of  congenital  or  acquired  retroflexion  I 
always,  when  practicable,  test  the  probabilities  of  cure  from 
operation  by  inserting  a  pessary  and,  by  its  use,  keeping  the 
uterus  in  a  position  of  anteflexion  for  some  weeks  prior  to 
operation.  When  adhesions  preclude  replacement  I  operate 
without  delay.  Where  constant  discomfort,  "bearing  down" 
and  pain  are  suffered  from  exertion  or  during  menstruation, 
where  walking  causes  backache  and  pain  in  the  abdomen  and 
thighs,  where  constipation  is  obstinate  and  defecation  difficult 
and  yet  the  uterus  can  be  raised  from  its  faulty  position,  one 
may  unhesitatingly  promise  great  relief  from  operation.  Re- 
sults following  ventro-suspension  of  the  uterus  are  very  con- 
vincing. The  operation  permits  intra-pelvic  inspecticMi  and 
removal  of  adhesions,  and  when  these  are  slight  a  permanent 
result  is  produced.  A  womb  retroflexed  and  tied  down  by 
extensive  adhesions  due  to  salpingitis  and  ovaritis  must 
itself  be  useless,  and  is  probably  diseased.  Suspension  of 
such  an  uterus  would  be  difficult  and  purposeless,  and  the 
danger  from  intestinal  adhesions  following  the  operation 
would  be  great.  It  should  be  left  in  situ  or  entirely  removed. 
The  number  and  variability  of  other  operations  for  correc- 
tion of  posterior  displacements  of  the  uterus  is  .great  and 
sufficient  proof  that  no  ideal  procedure  has  yet  been  estab- 
lished upon  lines  which  aim  at  shortening  of  the  round  lig- 
aments. I  shall  not  deny  that  in  some  cases  the  procedure 
may  be  applicable;  but  my  own  expericence  convinces  me 
that  ventro-suspension  of  the  uterus  is  an  exceedingly  safe 
and  satisfactory  operation,  and  I  strongly  favor  it.  I  am 
equally  convinced  that  its  chief  virtue  lies  in  the  fact  that 
by  temporarily  placing  the  uterus  in  an  over-corrected  posi- 
tion, opportunity  is  granted  and  the  conditions  rendered  favor- 
able for  diminishing  the  weight  of  the  organ  and  for  con- 
traction of  all  its  natural  supports. 
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THE  MANAGEMENT  OF  LABOR  AND  THE 
LYING-IN.* 

BY  HUDSON  D.  BISHOP,  M.D. 

Much  as  I  believe  in  permitting  Nature  to  carry  out  a 
normal  process  with  absolutely  no  interference,  yet  I  find 
myself  resorting  more  and  more  often,  to  methods  intended 
to  overcome  slight  anomalies  that  even  if  allowed  to  persist 
might  not  prevent  a  normal  completion  of  labor.  These 
methods  undoubtedly  come  under  the  head  of  "  meddlesome 
midwifery  "  in  the  opinion  of  some  obstetricians  but  I  pre- 
fer to  call  them  "helpful,"  inasmuch  as  their  use  in  my 
hands  has  been  a  benefit  to  the  patient  rather  than  a  harm. 

I  am  convinced  that  inasmuch  as  the  vast  majority  of  phy* 
sicians  now  carry  out  a  conscientious  aseptic  technic  in  the 
conduct  of  labor,  these  methods  should  have  a  wider  use 
than  is  the  case  at  present. 

The  duration  of  the  first  stage  of  labor  may  have  wide 
variations  without  compromising  the  safety  of  either  mother 
or  child.  The  physician's  duty  is  to  fix  the  limit  for  the 
individual  case.  If  a  woman  is  in  good  physical  condition,  no 
harm  can  come  to  either  herself  or  child  as  a  result  of  a  pro- 
longed first  stage,  provided  the  amniotic  sac  is  unruptured 
and  sufficient  rest  at  night  is  secured.  It  is  my  practice  to 
use  morphine  hypodermatically  in  such  cases,  sufficient  be- 
ing given  to  deaden  susceptibility  tp  pain  and  to  produce  sleep. 
In  many  cases  this  rest  is  followed  by  rapid  completion  of 
the  first  stage.  There  are  many  women,  however,  in  whom 
a  prolonged  first  stage  is  not  only  an  unbearable  ordeal  but 
a  decided  detriment  to  the  successful  completion  of  the  sec- 
ond stage.  This  is  especially  true  of  primiparae  whose  energy 
and  resisting  power  are  below  par.  Such  cases,  I  believe, 
should  have  the  benefit  of  artificial  aids  to  hasten  dilatation. 

In  the  last  analysis,  the  chief  etiological  factor  in  a  pro- 
longed first  stage  is  an  insufficiency  of  uterine  contractions. 
Back  of  this  are  factors  that  must  be  considered  in  choosing 
the  treatment.     If  it  is  a  psychic  condition,  purely,  re^t  and 

•  Paper  read  at  meeting  of  the  Homeopathic  Society  of  Eastern 
Ohio,  Cleveland,  Oct.  21,  1908. 
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the  lessening  of  the  pain  by  means  of  an  anodyne  are  indi- 
cated. If,  however,  there  is  an  uterine  inertia,  primary  in 
origin,  the  indication  for  treatment  is  some  form  of  artificial 
dilatation  of  the  cervix.  Indirectly,  this  treatment  always 
brings  about  more  efficient  contractions  of  the  uterus. 

The  most  efficient  means  of  correcting  a  primary  uterine 
inertia,  in  my  hands,  has  been  the  continuous  irrigation  of 
the  vagina  with  hot  wafer,  combined  with  manual  dilatation 
of  the  cervix.  It  is  rarely  the  case  that  I  fail  to  secure 
efficient  uterine  contractions  after  the  use  of  a  gallon  of  hot 
water  and  dilatation  of  the  cervix  during  possibly  a  half 
dozen  pains. 

The  method  I  use  is  as  follows:  Instead  of  the  ordinary 
obstetric  pad  of  the  Kelly  type,  I  use  one  having  an  inflated 
rim  around  its  entire  circumference.  It  will  safely  hold  a 
gallon  of  water.  The  temprature  of  the  water  is  at  least 
120°  F.  as  it  leaves  the  fountain  syringe  bag.  The  water 
runs  under  a  pressure  head  of  not  more  than  two  feet  and  is 
retained  in  the  vagina  between  pains  by  pressure  upon  the 
valva.  When  the  pain  comes  on,  the  flow  of  water  is  checked 
and  the  pressure  on  the  vulva  is  released.  During  every 
third  or  fourth  pain,  dependent  upon  their  frequency  and 
duration,  the  cervix  is  dilated  manually  by  the  Harris  method. 
I  recognize  the  fact  that  manual  dilatation  is  a  dangerous 
procedure  but  if  care  is  exercised  in  carrying  it  out  no  bad 
results  will  follow  its  use. 

Rubber  bags  of  the  Champetier  de  Ribes  type  have  come 
into  wide  use  during  recent  years  for  purposes  of  dilating 
the  cervix.  They  are  not  indicated  in  the  treatment  of  pro- 
longed first  stage  when  the  amniotic  sac  is  intact  except  in 
the  case  of  very  tough  membranes  that  do  not  permit  of  bulg- 
ing sufficient  to  form  a  wedge-shaped  tumor  during  the  pains. 
Such  a  condition  often  arises  in  both  primiparae  and  mul- 
tiperae.  The  head  is  low  in  the  pelvis  and  yet  the  cervix, 
though  soft  and  thin  does  not  sufficiently  dilate.  Rupture  of 
the  membranes  will  hasten  dilatation  of  the  cervix  but  often 
at  the  expense  of  a  laceration.  The  rubber  bag  is  especially 
indicated  in  such  a  case  as  it  forms  an  artificial  beg  of 
waters.  The  special  indication  for  the  use  of  the  rubber  bag 
is  in  the  case  where  manual  dilatation  is  insufficient  or  for 
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any  reason  contra-indicated  and  in  case  of  dry  labor.  It  is 
seldom  the  case  that  dry  labor  will  not  be  markedly  ex- 
pedited by  their  use.  They  change  an  abnormal  mechanism 
into  a  normal  one  and  are  absolutely  incapable  of  producing 
harm  to  the  mother  or  child.  Another  very  effective  use  of 
the  dilating  bags  is  in  cases  of  seemingly  hard  pains,  but 
with  no  impression  on  the  cervix  and  unsatisfactory  engage- 
ment. The  insertion  of  one  or  two  dialating  bags  will  increase 
to  a  remarkable  degree  the  power  of  the  uterine  contractions 
and  in  addition  will  dilate  the  cervix. 

In  the  management  of  the  second  stage  of  labor,  I  believe 
that  we  should  be  governed  by  a  fixed  rule  as  to  the  time 
consumed  in  its  completion.  Failure  to  follow  such  a  rule  is 
responsible  for  most  of  the  stillbirths  in  deliveries  without 
forceps  and  for  a  large  percentage  of  those  following  for- 
ceps delivery.  It  is  my  practice  to  fix  the  maximum  dura- 
ation  of  the  second  stage  at  two  hours  in  multiparse  and  four 
hours  in  primiparae.  The  exceptions  to  this  rule  are  the 
cases  in  which  some  progress  is  made  with  every  pain  but 
not  enough  to  accomplish  delivery  during  the  stated  time. 
In  those  cases  that  have  been  allowed  to  go  over  the  max- 
imum time  it  is  my  practice  to  examine  the  fetal  heart  beat 
after  every  pain.  It  will  often  give  positive  indications  for  a 
rapid  termination  of  labor  with  forceps.  I  believe  that  it  is 
always  a  safe  rule  to  follow,  to  thus  limit  the  duration  of  the 
second  stage  and  to  apply  forceps  in  every  case  when  there  has 
been  no  material  advance  in  the  descent  of  the  head  for  one 
hour. 

Hesitancy  in  applying  forceps  is  one  of  the  most  frequent 
mistakes  in  obstetric  practice.  Injury  following  their  use  is 
due  either  to  a  mistake  in  diagnosis  of  an  anterior  for  a  pos- 
terior position  or  to  the  use  of  too  much  traction.  A  mis- 
take in  diagnosis  of  position  can  never  be  made  if  the  pos- 
terior ear  is  palpated  before  their  application.  If  one  follows 
the  rule  of  never  making  more  traction  than  can  be  exerted 
by  the  pull  of  the  arm,  the  operator  being  seated,  there  can 
be  no  danger  of  injury  from  forceps  delivery  either  to  the 
child  or  to  the  maternal  soft  parts.  If  progress  cannot  .be 
be  made  under  such  circumstances,  pubiotomy  should  be  done. 
This  operation   is  one   destined   to  a   wide   use   in   the   con- 
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duct  of  the  second  stage  of  labor.  It  is  a  simple  procedure 
and  can  be  safely  done  by  anyone.  It  is  indicated  not  only 
in  difficult  forceps  deliveries  but  in  breech  labors  for  the 
extraction  of  the  aftercoming  head. 

The  management  of  posterior  positions  of  the  occiput  in 
the  second  stage  is  one  that  is  worthy  of  more  attention  than 
is  usually  given  it.  It  has  been  my  experience  that  often 
there  is  great  difficulty  in  diagnosing  the  posterior  positions. 

Whenever  there  is  an  otherwise  inexplicable  delay  in  the 
progress  of  labor  and  abdominal  palpation  and  auscultation 
do  not  positively  indicate  an  anterior  position,  I  look  upon 
the  position  as  posterior.  In  such  cases  it  is  imperative  that 
the  diagnosis  should  be  made  positive  by  palpation  of  the 
posterior  ear  before  forceps  delivery  is  attempted,  or  anterior 
rotation  by  the  manual  method  is  performed. 

In  this  connection,  I  wish  to  call  attention  to  an  anomaly 
of  the  fetal  heart-beat  sometimes  found  in  posterior  positions. 
I  have  found  it  very  misleading  unless  its  cause  is  recog- 
nized. Under  ordinary  conditions  the  fetal  heart-beat  in  pos- 
terior positions  of  the  occiput  is  low  down  on  the  side  to 
which  the  occiput  points.  Sometimes  as  labor  progresses, 
instead  of  being  heard  most  distinctly  in  its  former  position 
it  is  heard  on  the  opposite  side  near  the  median  line.  In  ad- 
dition to  this  confusing  fact  the  outline  of  the  back  has 
changed  so  that  it  is  not  easily  palpable.  The  cause  of  this  an- 
omaly is  not  a  "change  in  position  of  the  occiput  but  a  partial 
loss  of  flexion  of  the  head  causing  a  change  in  position  of 
the  body  of  the  child  so  that  the  thorax  comes  in  contact  with 
the  anterior  uterine  wall.  The  position,  if  not  corrected,  soon 
becomes  a  bregna  or  a  brow. 

In  the  conduct  of  labor  in  posterior  positions  there  is  a 
great  diversity  of  opinion  as  to  the  desirability  of  interfer- 
ence if  spontaneous  anterior  rotation  does  not  take  place. 
Leaving  out  of  consideration  the  dangers  of  an  impacted 
head  with  the  occiput  posterior  it  seems  to  me  that  effort 
should  be  made  to  avoid  the  extensive  lacerations  of  the  perin- 
eum that  invariably  follow  delivery  with  the  occiput  pos- 
terior. I  have  never  seen  harm  follow  an  anterior  rotation 
brought  about  by  means  of  forceps  or  manually.  Porter  has 
described  a  method  of  manual  anterior  rotation  that  should  be 
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more  widely  known  than  at  present.  The  method  is  as  fol- 
lows :  If  the  position  of  the  head  is  R.  O.  P.  the  left  hand  is 
carried  into  the  vagina  (the  whole  hand  is  the  head  is  high, 
the  half  hand  if  the  head  is  low)  and  the  right  side  of  the 
occiput  is  grasped  with  the  palmar  side  of  the  fingers.  In 
order  to  do  this  the  forearm  must  be  sharply  rotated  outward 
so  that  the  thumb  points  downward  before  the  hand  is  in- 
serted into  the  vagina.  The  advantage  of  using  the  left  hand 
in  this .  position  is  that  as  the  occiput  begins  to  rotate  for- 
ward the  arm  untwists  giving  a  constantly  increasing  power 
to  the  ope  a  tor.  Coincident  with  the  use  of  the  internal  hand, 
the  tips  of  the  fingers  of  the  right  hand  are  pressed  firmly 
on  the  abdominal  wall  above  the  pubes  until  they  come  in 
contact  with  the  left  frontal  region  of  the  child's  head.  The 
head  is  rotated  by  the  combined  action  of  the  two  hands. 
At  the  beginning  of  rotation  the  fingers  of  the  internal  hand 
make  pressure  directly  toward  the  right  side  of  the  pelvis. 
Simultaneously  with  the  pressure  of  the  internal  hand,  the 
external  hand  makes  pressure  almost  directly  downward  on 
the  left  fronto-temporal  region  of  the  head  and  as  the  sinci- 
put moves  backward  the  pressure  is  directed  more  to  the 
mother's  left.  After  rotation  is  complete  the  head  is  held 
in  its  new  position  by  the  external  pressure  of  an  assistant's 
right  hand  and  forceps  are  applied. 

If  manual  rotation  has  failed,  forceps  rotation  can  be  ef- 
fected without  injury  to  the  child  or  maternal  parts  if  the 
forceps  are  first  applied  to  the  child's  head  with  the  pelvic 
curve  looking  toward  the  face.  After  the  head  has  reached 
the  pelvic  door  anterior  rotation  is  made  until  the  forceps  are 
inverted.  They  are  then  taken  oif  and  reapplied  with  the 
pelvic  curve  looking  toward  the  occiput  and  delivery  made  as 
in  an  anterior  position. 

A  consideration  of  the  management  of  the  second  stage 
of  labor  is  not  complete  without  some  reference  to  perineal 
lacerations.  I  am  free  to  confess  that  I  know  of  no  method 
of  protection  of  the  perineum  that  will  prevent  them.  I 
retard  the  progress  of  the  head,  make  it  hug  the  public  arch, 
massage  the  perineum,  use  hot  fomentations,  etc.,  and  in 
spite  of  these  measures  I  fail  in  my  prophylaxis  many  times. 
I  cannot  regard  rupture  of  the  perineum  as  the  crime  of  neg- 
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lect  it  has  been  so  often  pictured.  The  odium  of  a  bad  per- 
ineal tear  should  be  placed,  not  upon  the  failure  to  prevent, 
but  upon  the  failure  to  properly  repair  it.  A  repair  of  a 
lacerated  perineum  must  restore  the  parts  to  their  normal 
positions.  Many  operations  for  immediate  repair  do  not 
accomplish  this,  the  operator  being  satisfied  with  his  work 
when  he  has  inserted  a  few  sutures  that  bring  the  skin  mar- 
gins together.  For  some  time,  I  have  been  following  a  method 
of  immediate  repair  that  is  ideal.  The  first  step  in  the  op- 
eration is  a  restoration  of  the  vaginal  tissues  to  their  normal 
position.  This  is  done  with  continuous  or  interrupted  su- 
tures of  No.  I  chromicized  catgut.  The  repair  is  begun  at 
the  upper  angle  of  the  wound.  The  needle  is  inserted  in 
th^  wound  surface  about  34  i^ch  from  the  vaginal  mucosa 
and  carried  just  to  its  edge.  It  re-enters  at  the  corresponding 
point  on  the  opposite  side  and  ends  in  the  wound  surface 
where  it  is  tied  and  becomes  a  buried  suture.  If  the  tear  has 
extended  into  the  rectum,  the  continuity  of  the  rectal  tissue 
is  restored  in  a  similar  manner.  The  sphincter  ends  are  found 
and  sutured  with  a  buried  suture.  The  wound  surface  now 
corresponds  to  that  used  in  the  best  operations  for  secondary 
repair  of  the  perineum.  The  next  step  is  to  bring  together 
the  torn  fibers  of  the  muscle  and  fascia  in  separate  layers 
with  interrupted  buried  sutures.  Finally,  the  skin  surfaces 
are  united  with  a  subcuticular  stitch.  When  the  operation  is 
completed  not  a  single  suture  shows  either  on  the  vaginal 
or  external  aspect  of  the  parts  and  there  is  no  danger  of 
infiltration  of  the  tissues  with  the  lochial  discharge.  When- 
ever possible,  I  do  repair  work  before  the  delivery  of  the  plac- 
enta. There  is  a  distinct  advantage  in  this,  as  the  flow  of  blood 
from  the  uterus  is  at  its  minimum. 

There  is  a  woeful  neglect  of  duty  on  the  part  of  physicians 
in  the  attention  given  patients  during  the  lying-in.  Too  much 
leeway  is  given  the  nurse  and  the  physician  does  not  keep 
himself  sufficiently  in  touch  with  the  two  patients  under  his 
care.  The  physician's  attitude  during  the  first  week  at  least 
of  the  lying-in  should  be  that  of  close  watchfulness.  Serious 
conditions  affecting  either  the  mother  or  the  child  often  arise 
from  no  other  reasop  than  a  lack  of  supervision  on  the  part 
of  the  physician. 
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In  addition  to  urging  a  closer  general  supervision  of  the 
patient  during  the  lying-in  there  are  several  points  to  which 
I  desire  to  call  attention. 

The  first  has  to  do  with  the  mobility  of  the  patient.  I  dare 
say  that  it  is  the  most  common  practice  among  the  better  class 
of  patients  to  remain  in  bed  for  at  least  nine  days  after  labor. 
I  believe  this  is  wrong  in  principle  and  its  effect  is  bad  in 
the  majority  of  cases.  Nine  days  in  bed  will  weaken  a  patient 
so  that  a  full  week,  at  least,  is  necessary  for  her  to  regain  the 
strength  lost.  I  have  found  that  this  loss  of  strength  can 
be  prevented  if  the  patient  is  permitted  to  get  out  of  bed  after 
24  hours  for  urination  and  after  three  days  for  bowel  move- 
ments. I  permit  this  no  matter  what  the  condition  of  the 
perineum  may  be.  During  the  second  week  the  patient  takes 
all  her  meals  sitting  up,  either  in  bed  or  in  a  chair,  preferably 
the  latter.  During  the  third  week  she  goes  about  the  house 
and  takes  short  airings. 

I  secure  the  first  bowel  movement  at  the  end  of  24  to  36 
hours  after  delivery  by  means  of  a  two  ounce  dose  of  castor 
oil.  Subsequent  bowel  movements  are  natural  if  possible,  or 
by  enemata.  I  have  been  surprised  how  easy  it  is  to  secure 
natural  movements  in  lying-in  women  by  means  of  psycho- 
therapy according  to  the  method  of  DuBois.  This  method  is 
as  follows:  One  half  hour  before  the  morning  meal  the 
patient  is  instructed  to  drink  two  glasses  of  cold  water.  One 
hour  to  the  minute  after  taking  the  water,  effort  is  made  to 
have  a  bowel  movement.  In  giving  these  directions  it  is  im- 
portant to  supplement  them  with  an  explanation  to  the  effect 
that  the  one-hour  time  limit  is  simply  to  get  the  mind  con- 
centrated on  the  idea  that  the  bowels  should  move  and  that 
after  the  habit  is  formed  of  having  a  movement  at  a  certain 
time  after  taking  food,  the  movement  will  take  place  regularly. 

Another  important  point  in  the  conduct  of  the  lying-in  is 
the  supervision  of  the  patient's  diet.  The  dietetic  indication 
for  most  women  following  gestation  and  labor  is  overfeeding. 
Instead  of  this  underfeeding  is  the  rule.  I  believe  this  to  be 
the  chief  cause  of  deficiency  in  the  milk  supply.  It  is  my 
practice  to  rapidly  increase  the  total  amoimt  of  food  as  soon 
as  I  can  do  so  without  causing  overdistention  of  the  breasts. 
This  applies  only  to  patients  whose  nutrition  is  below  par. 
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The  basis  of  the  food  supply  in  a  nursing  mother  should 
be  three  quarts  of  liquids  in  24  hours.  Half  of  this  amount 
should  consist  of  cereal  milk  greuls,  the  other  half  of  the 
liquids  in  the  food  sui^ly.  In  order  to  give  this  amount  of 
liquid  it  must  be  given  in  16  ounce  portions,  thus  making  six 
portions,  three  being  taken  at  meals,  two  between  meals  and 
one  at  night.  In  addition  to  the  three  quarts  of  liquids  the 
patient  is  encouraged  to  eat  as  much  of  other  food  at  her  reg- 
ular meals  as  her  digestive  capacity  will  permit.  By  following 
such  a  course  of  overfeeding  I  have  seen  patients  increase 
greatly  in  weight  and  increase  their  hemoglobin  percentage 
very  markedly. 

Next  in  importance  to  the  nutrition  of  the  mother  is  that 
of  the  child.  I  usually  give  artificial  feedings  in  addition 
to  the  breast  feedings  until  the  milk  secretion  is  established. 
I  try  to  have  the  birth  weight  regained  at  the  end  of  the  first 
week.  A  daily  increase  in  weight  thereafter,  if  other  things 
are  normal,  should  be  sought.  Failure  to  secure  it  usually 
means  a  deficiency  in  breast  milk  or  a  disturbance  in  digestion 
from  too  much  milk  or  too  rapid  nursing.  The  only  way 
to  accurately  determine  the  amount  of  breast  milk  secured 
at  each  nursing  is  to  weigh  the  infant  before  and  after  nursing. 
This  should  always  be  done  when  there  is  no  increase  in 
weight.  If  there  is  a  deficiency  of  breast-milk  the  indication 
is  mixed  feeding  for  the  time  being.  The  breast  is  first 
emptied  and  the  feeding  is  finished  with  the  bottle. 

It  is  asserted  that  40  per  cent,  of  mothers  can  not  nurse 
their  children.  I  believe  that  in  most  cases  this  is  the  fault 
of  the  doctor.  The  cause  is  deficient  feeding.  Every  mother 
comes  to  labor  in  a  condition  of  under-nutrition,  as  she  has 
had  to  provide  nourishment  for  two  before  birth  and  must 
continue  to  do  the  same  after  birth.  I  make  the  basis  of 
all  food  suply  3  quarts  of  liquid  in  24  hours,  one-half  of  this 
to  be  cereal  gruels,  as  corn  meal  gruel,  mush  and  milk,  etc., 
and  the  other  half  liquid,  as  water,  milk,  beer,  etc.  In 
addition  an  abundant  supply  of  nourishing  solid  food  must 
be  given,  more  than  under  normal  conditions.  Over  feed 
these  patients.  Beer  is  considered  a  good  galactogogue  and 
I  occasionally  prescribe  it.  Dr.  Mersfelder  recently  stated 
that,  in  100  confinements  he  had  used  ph)rtolacca  and  urtica 
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urens  and  had  never  yet  failed  to  have  the  mother  nurse 
her  child.  I  believe  it  is  a  mistake  to  apply  the  child  to  the 
breast  too  often  at  first,  before  the  milk  conies.  At  the 
Maternity  Hospital  we  put  the  child  to  the  breast  every  four 
hours  the  first  day,  every  three  hours  the  second,  and  every 
two  hours  the  third  day.  When  milk  fails  to  be  sufficiently 
abundant  to  nourish  the  child  do  not  alternate  the  nursing 
with  a  feeding  of  artificial  food  but  supplement  each  nursing 
with  sufficient  food  to  make  up  the  deficit. 

CLINICAL  EXPERIMENTS  WITH  BLOOD 
PRESSURE  IN  ANESTHESIA. 

BY  T.  E.  COSTAIN,  M.D. 

The  value  of  taking  the  blood  pressure  before,  during,  and 
after  anesthesia  has,  as  yet,  given  few  definite  results,  but 
a  comparative  study  of  the  work  done  by  experimenters 
along  this  line  is  certainly  of  value,  and  may  ultimately  give 
us  information  of  much  value.  Let  us  first  consider  the 
physiological  action  of  chloroform  and  ether  on  the  blood 
and  heart.  Hewitt  tells  us  that  in  addition  to  the  heart 
muscle,  the  muscle  walls  of  the  arterials,  particularly  the 
arterials  of  certain  organs  are  directly  affected  by  anesthetics, 
the  effect  being  dependent  upon  the  kind  of  anesthetic  em- 
ployed, and  the  extent  to  which  administration  is  carried. 
The  fall  of  blood  pressure  met  with  under  certain  anesthetics 
is  referable  rather  to  direct  vascular  dilatation,  than  dilatation 
of  central  nervous  origin. 

D.  J.  Wharton  of  Hahnemann  College,  Chicago,  has  kindly 
given  me  the  results  of  experiments  made  with  blood  pressure 
in  40  cases  and  from  these  we  have  drawn  the  following  con- 
clusions : 


Case    9  before  109  after  115  difT. 

Case  20  before  115  after  136  difT. 

Case  24  before  98  after  108  diff. 

Case  2y  before  80  after  99  diff. 


6 
21 
10 
19 


These  cases  were  all  chloroform  cases,  three  of  them  being 
minor  operations,  one  a  laparotomy,  No.  9.  The  Glasgow 
Commission  met  with  a  pronounced  fall  in  all  their  experi- 
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ments,  and  attributed  it  to  the  direct  effect  of  chloroform  on 
the  heart.  The  Hyderabad  Commission  attributed  it  solely 
to  narcosis  of  the  vasomotor  system.  Wood  and  Hare  found 
chloroform  produced  a  double  initial  effect  on  the  blood 
pressure,  first  a  fall  due  to  reflex  inhibition  of  the  heart  or 
vasomotor  center,  and  then  a  rise  due  probably  to  vasomotor 
spasm.  Thie  view  of  the  matter  agrees  with  these  obser- 
vations. Leonard  Hill  has  shown  that  choloroform  rapidly 
abolishes  the  vascular  mechanism  which  compensates  for  the 
hydrostatic  effect  of  gravity.  Thus  when  the  body  of  a  chlo- 
roformed animal  is  brought  from  the  horizontal  to  the  feet- 
down  position  there  is  a  greater  fall  of  pressure,  Hill  stating 
that  the  effect  is  principally  due  to  the  paralytic  state  of  the 
splanconic  vasomotor  mechanism,  brought  about  by  chloroform 
leading  to  an  accumulation  of  blood  within — the  splanchnic 
area  (the  so-called  pool  of  Hill),  all  these  experiments  have 
been  on  animals  and  apparently  without  an  accompanying 
operation,  and  lead  us  to  believe  that  it  is  the  result  of  several 
factors  direct  cordio,  vascular  dilatation  primarily,  with  cer- 
tain other  factors. 

The  conditions  which  tend  to  raise  pressure  are  chloroform 
acting  on  the  vasomotor  centers  in  addition  to  position.  We 
must  conclude  that  the  operation  itself  as  shown  in  these  cases 
must  be  a  factor  in  raising  the  blood  pressure  for  a  short 
time  at  least,  and  that  where  the  operation  does  not  produce 
shock  it  is  an  element  of  safety  to  the  patient  during  an 
anesthetic  of  chloroform.  It  would  appear  that  with  short 
operation  such  as  these  four,  however,  that  the  surgery  had 
little  effect  on  the  radise  of  blood  presure  except  as  to  Case  9. 
Other  short  operations  in  which  ether  was  used  gave  little 
change  in  the  blood  pressure  as  follows: 

Case  3  before  123   after  121  diff.  2 

Case  10  before  117  after  117  diff.  o 

Case  II  before  116  after  117  diff.  i 

Case  14  before  116  after  118  diff.  2 

Case  17  before  107  after  107  diff.  o 

Case  18  before  109  after  107  diff.  2 

Case  19  before  125   after  125  diff.  o 

Case  21  before  114  after  113  diff.  i 

Case  37  before  145   after  145  diff.  o 

Case  38  before  128  after  128  diff.  o 
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All  of  these  were  for  minor  operations  and  the  amount  of 
ether  used  necessarily  small.  There  were  twenty  cases  in 
which  ether  was  given  and  the  operative  measures  of  a  varied 
character,  which  show  a  moderate  depression  as  follows: 

Case     I  before  121  after  108  diif.  13 

Case     2  before   118  after  113  diif.     5 

Case     4  before  115  after  104  diff.  11 

Case     5  before   131  after  118  diff.   13 

Case  13  before  121  after  116  diff.     5 

Case  15  before  131  after  no  diff.  21 

Case  16  before  125  after  117  diff.     8 

Case  22  before  145  after  129  diff.   16 

Case  23  before     95  after  90  diff.     5 

Case  26  before  137  after  123  diff.   14 

Case  28  before  129  after  115  diff.  14 

Case  29  before  130  after  no  diff.  20 

Case  30  before  139  after  124  diff.  15 

Case  32  before  118  after  100  diff.  18 

Case  33  before  102  after  85  diff.  17 

Case  34  before  115  after  104  diff.   11 

Case  35  before  124  after  in  diff.  13 

Case  36  before  140  after  130  diff.   10 

Case  39  before  122  after  no  diff.  12 

You  will  note  that  all  of  this  group  showed  a  lowered  blood 
pressure  vary  from  4,  the  lowest,  to  20,  the  highest.  Other 
experimenters  who  have  made  observations  with  blood  pres- 
sure in  ether  cases  vary  in  some  particulars  again  from  these 
observations ;  the  Glasgow  Commission  were  unable  to  satisfy 
themselves  that  ether  produced  any  appreciable  effect  upon 
blood  pressure.  Kemp,  in  his  experiments  on  dogs,  found 
it  to  raise  blood  pressure.  McWilliam,  by  giving  ether  and 
chloroform  alternately  to  dogs  found  a  marked  difference  in 
so  far  as  cordiac  dilatation  was  concerned. 

DeCosta  and  Kolteyer  drew  attention  to  the  fact  that  in  the 
preparation  of  the  patient  by  purgation  and  fasting,  tends  to 
inspissate  the  blood,  and  when  profuse  perspiration  accom- 
panied the  inhibition  of  ether  this  result  may  be  enhanced. 
They  find,  also,  that  hemoglobin  is  reduced  absolutely  in 
amount,  and  conclude  that  etherization  produces  increased 
hemolysis.  It  would  appear  from  these  observations  that  the 
method  of  preparation  may  affect  the  blood  pressure  at  the 
time  of  operation  and  that  in  cases  where  blood  pressure  is 
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low,  with  a  low  amount  of  hemoglobin,  the  preparation  of 
the  patient  had  better  be  confined  to  the  actual  preparation  of 
the  field  of  operation.  The  six  following  cases  are  of  especial 
interest,  having  a  marked  depression,  the  lowest  24,  highest  63. 

Case  6  before  166  after  142  diflF.  24 

Case  7  before  156  after  93  diflF.  63 

Case  8  before  166  after  105  diflF.  61 

Case  12  before  136  after  106  diflF.  30 

Case  31  before  164  after  132  diflF.  32 

Case  40  before  205  after  180  diflF.  25 

Ether  was  the  anesthetic  used  in  each  of  these  cases,  and 
aside  from  Case  7,  were  of  a  minor  character.  Cases  7,  8 
and  31  contained  albumen  in  urine.  We  note  that  all  of  these 
cases  had  a  high  blood  pressure  to  start  with  and  we  conclude 
that  in  cases  where  we  have  an  initial  high  pressure,  it  is 
advisable  to  be  provided  with  stimulants  readily  at  hand  to 
combat  the  great  depression,  which  we  may  meet  in  this  class 
of  cases.  Case  7,  in  which  occurred  the  greatest  loss  of  blood 
pressure,  and  one  of  the  cases  containing  albumen  died,  about 
three  days  after  operation.  Ill  eflfects  were  observed  in  all 
these  cases,  notably  in  case  7,  31  and  40,  which  had  a  tempera- 
ture following  the  operation  and  the  failure  to  regain  their 
strength  for  some  time  after  the  operation.  We  note  that  in 
the  presence  of  surgical  operations  our  conclusions  diflFered 
from  the  experiments  on  dogs  in  that  the  blood  pressure  in  all 
either  cases  remained  normal  or  were  reduced,  while  without 
the  operation  on  dogs  they  were  raised.  We  are  of  the  opinion 
that  the  amount  of  the  urea  excreted  plays  an  important  part  in 
in  these  cases  where  there  is  marked  decrease  in  blood  pressure 
and  that  the  determination  of  the  amount  of  urea  in  the  blood 
would  give  us  some  positive  results.  If,  as  has  been  claimed, 
ether  increases  the  blood  pressure  normally,  by  knowing  to 
what  extent  it  did  this,  you  would  have  a  reliable  index 
of  the  patient's  condition  after  opertative  interference  inas- 
much as  shown  by  this  series  that  the  surgery  was  the  potent 
factor  in  the  depression.  It  is  diflficult  to  account  for  the 
fact  that  other  experimenters  found  the  blood  pressure  raised 
on  any  other  basis. 

In  one  case,  that  of  an  operation  for  apendectomy,  the  blood 
pressure  before  operation  was  114,  after  105.     Morphine  was 


Digitized  by 


Google 


Clinical  Experiments  with  Blood  Pressure  in  Anesthesia.     159 

administered  and  the  blood  pressure  'reduced  in  twenty  min- 
utes to  85.  Strychnine  one-fortieth  was  given  and  the  blood 
pressure  came  up  to  105  in  twenty  minutes.  This  case  would 
lead  us  to  think,  that  where  the  blood  pressure  is  lowered 
after  an  operation,  strychnine  should  be  administered  either 
with  the  morphine  or  immediately  succeeding  it,  so  that  the 
shock  shall  be  lessened  and  the  reactive  power  of  the  patient 
increased. 

We  are  of  the  opintion  that  when  we  have  a  marked  reduc- 
tion in  the  blood  pressure  we  have  an  absolute  reduction  of 
the  hemoglobin,  as  well  as  reduction  of  the  individual  cor- 
puscular hemoglobin  value.  We  must  never  overlook  the 
individual  factor  in  these  cases — ^>'ou  have  all  observed  that 
some  cases  require  relatively  large  quantities  of  ether,  and 
the  amount  of  ether  given  may  influence  the  blood  changes. 
The  amount  of  blood  loss  in  ordinary  operations  does  not 
seem  to  affect  the  blood.  DeCosta  andKolteyer  conclude 
from  their  observations,  that  on  account  of  the  hemolysis, 
which  is  shown  in  the  fall  of  corpuscular  hemoglobin  after 
operation,  a  very  low  percentage  of  hemoglobin  must  be  re- 
garded as  a  contra-indication  to  a  general  anesthetic,  the  spe- 
cific amount  being  uncertain.  However,  they  regard  anything 
below  50  per  cent,  as  dangerous  and  only  emergencies  must 
be  considered  when  below  40  per  cent.  In  this  class  of  cases 
whatever  anesthetics  is  given  should  be  combined  with  oxygen 
and  all  preparation  be  made  beforehand,  so  as  to  mimimize 
the  amount  of  anesthetic  given  and  limit  the  time  the  patient 
remains  under  it.  The  operation  should  be  performed  rapidly, 
and  measures  taken  promptly  to  bring  about  reaction.  The 
administration  of  oxygen  should  be  continued  until  the  patient 
is  awake.  This  removes  the  ether  more  rapidly  from  the 
lungs  and  blood.  This  has  been  very  successful  in  my  hands 
in  preventing  or  minimizing  nausea  following  an  anesthetic. 
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DIET;  ITS  INFLUENCE  UPON  PARTURITION. 

BY  ANNE  L.   WAITE,   M.D. 

Twenty-five  years  ago  Dr.  Alice  B.  Stockham  wrote  her 
valuable  book  on  "  Tokology,"  showing  that  painful  parturi- 
tion was  not  the  necessity  that  many  intelligent  mothers  still 
believe  it  to  be. 

A  number  of  cases,  covering  a  long  period  of  years,  where 
enforced  changes  in  diet  during  pregnancy  for  one  reason 
or  another  had  resulted  in  easy  labors,  suggested  trying  5t 
definitely  with  even  better  results. 

That  many  thousand  women,  by  following  rules  laid  down, 
have  passed  through  gestation  and  parturition  with  comfort, 
mothering  strong,  healthy  children,  who  might  otherwise  have 
been  handicapped  or  sacrificed,  I  believe  to  be  a  fact. 

Before  I  began  to  practice  obstetrics  I  met  many  mothers 
who  told  me  experiences  that  made  me  believe  diet  had  a 
very  strong  influence,  and  my  study  and  experience  have 
gfreatly  strengthened  that  belief. 

Change  of  diet  alone  is  not,  however,  all  that  is  required 
in  most  cases  to  give  it  a  fair  chance  to  do  its  work. 

Again,  once  the  normal  life  is  established,  though  the  first 
labor  may  be  difficult,  following  ones  may  be  expected  to  be 
easier;  but  in  cases  where  4  or  5  labors  have  been  uniformly 
difficult  and  delayed,  and  the  change  of  treatment  is  followed 
by  an  easy,  rapid  delivery,  we  can  reasonably  refer  results  to 
the  treatment. 

Nothing  is  surer  than  the  recuperative  power  of  nature; 
even  a  few  months  with  the  body  free  from  the  dictates  of 
fashion  and  trained  to  develop  the  unused  and  partially  atro- 
phied muscles  will  overcome  mistakes  of  years. 

A  girl  who  has  been  born  with  a  strong  body  and  mind, 
who  has  been  allowed  to  grow  and  live  outdoors  as  naturally 
as  a  boy,  whose  growing  muscles  have  been  trained  as  reg- 
ularly as  her  growing  mind,  whose  food  is  simple,  wholesome, 
and  unstimulating,  will  grow  into  womanhood  and  become 
a  mother  as  easily  and  naturally  as  does  the  savage,  to  whom 
childbirth  is  but  an  incident. 

The  process  of  building  up  wornout  tissues  and  eliminating 
nvaste  products  is  imf>6rtant  to  every  individual,  particularly 
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so  to  the  mother  who  is  breathing,  building,  and  eliminating 
— not  alone  for  herself  but  for  her  unborn  child. 

The  early  hardening  of  the  blood  vessels,  even  in  the  com- 
paratively young  and  healthy,  is  due  to  the  deposits  of  various 
salts  taken  in  excess  of  the  system's  needs  through  food  and 
drink.  Hence  a  diet  that  eliminates  this  excess  will  tend  to 
ktep  the  blood  vessels  in  their  normal  state  and  preserve 
youth  and  elasticity. 

Barring  malformations,  that  which  makes  parturition  pain- 
ful is  the  inelasticity  of  mother  and  child.  Exercise  and  bath- 
ing to  eliminate  wastes  and  eschewing  those  articles  of  diet 
which  have  excess  of  earthy  salts,  such  as  meat,  milk,  etc., 
will  remedy  this. 

Little  was  known  of  the  value  of  nuts  once,  and  nothing 
of  uncooked  food,  except  fruits;  now  we  know  we  get  more 
strength  from  a  properly  selected  diet  of  uncooked  food  in 
proportion  to  the  waste  than  from  the  best  cooked  diet  ob- 
tainable. 

Many  people  who  followed  the  fruit  diet  of  "  Tokology  " 
with  good  results  in  labor,  have  told  me  that  they  missed  the 
nitrogenous  food.  This  was  better  than  the  disorders  fol- 
lowing overfeeding,  but  the  addition  of  nuts  fills  the  needed 
place  to  entire  satisfaction  and  furnishes  a  minimum  of  un- 
desirable salts. 

After  experimenting  with  the  diet  to  find  what  seemed  to 
satisfy  the  needs  of  the  working  body  under  ordinary  con- 
ditions, recording  proteids,  fats,  carbohydfates,  ash,  water, 
and  heat  units,  I  recommended  to  my  patients  the  following 
diet  and  accompanying  rules: 

Food  eaten  in  order  named  in  2  or  3  meals  as  desired. 
3  oz.  nut  meats — almonds,  brazils,  walnuts,  or  peanuts;  6  oz. 
dates  or  prunes  or  raisins,  soaked  and  washed;  3  oz  figs;  6-8 
oz.  banana,  very  ripe ;  16  oz.  apples,  pineapples,  berries  melons 
or  grapes;  6  oranges  or  lemons;  more  to  advantage.  If 
heartburn  or  flatulency  occurs,  take  juice  of  a  lemon  without 
sugar;  distilled  water  apart  from  meals. 

BATHING. 

A  daily  cold  sponge  bath,  followed  by  friction  and  deep 
breathing  to  keep  skin  active;  during  last  4  months  a  daily 
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sitz  bath,  beginning  with  3  minutes  water  temperature  of 
room,  working  up  to  20  minutes  and  water  at  60°.  This 
bath  is  very  refreshing  and  a  great  help  to  sleep. 

EXERCISE. 

Imperative  upon  the  coming  mothers  is  the  demand  for 
strong,  fully  developed  abdominal  and  pelvic  muscles  for  the 
essentially  muscular  work  of  parturition.  Had  she  never  de- 
parted from  the  free  vigorous  movements  of  the  normal 
child,  with  deep  breathing  only  possible  in  an  unrestricted 
body,  there  might  be  no  need  for  special  exercise.  But  in 
our  conformity  to  customs  of  society  many  of  the  muscles 
have  become  weakened  from  disuse,  so  that  nearly  every 
adult  needs  to  spend  from  75  to  60  minutes  daily  in  exercise, 
to  overcome  rigidity  of  muscles  and  poor  circulation. 

Particularly  true  is  this  of  the  pregnant  woman  who  has 
been  hampered  in  breathing  and  handicapped  in  developing, 
by  a  sedentary  life  and  tight  clothing.  Any  set  of  exercises 
will  do  that  will  gradually  develop  the  diaphragm  and  db- 
dominal  muscles,  keeping  in  mind  always  till  it  becomes  a 
habit,  the  necessity  for  deep  breathing  that  can  be  felt  at  the 
waist. 

AIR. 

Outdoors  at  least  an  hour  daily,  gardening,  tennis,  golf, 
wheeling,  nothing  to  excess,  but  pleasant  outdoor  occupation 
up  to  last  moment. 

SLEEP. 

Sleep  nine  hours  with  windows  wide  open. 

DRESS. 

All  garments  loose,  light,  short.  Ideal  ones  in  i  piece,  sup- 
ported from  shoulder. 

All  this  being  done,  simply  the  best  natural  living  to  over- 
come bad  conditions  due  to  lifelong  habits,  a  long  step  will 
be  taken  toward  insuring  healthy,  joyous  conditions  during 
gestation,  painless  parturition  and  getting  up  strong  and 
easily.  One  mother  expressed  it  thus :  She  had  none  of  that 
dragging  feeling,  so  common  while  the  uterus  is  returning 
to  its  natural  size  and  position,  but  felt  as  strong  and  well 
as  ever  in  her  life  the  day  after  baby  came.     When  he  was 
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two  weeks  old  she  was  doing  all  the  work  of  the  family,  and 
with  three  little  children,  more  easily  than  with  the  other  two. 
If  it  is  not  possible  to  overcome  all  of  nature's  broken  laws 
with  the  first  attempt,  one  may  help  so  much  that  it  will  be 
possible  with  succeeding  children. 

CASES. 

Mrs.  F.  followed  these  ideals  fairly  well  and  did  not  have 
a  severe  labor  with  her  flrst  child.  With  the  second  she  came 
under  my  observation  the  last  few  weeks,  did  not  pay  much 
attention  to  diet  and  had  a  harder  labor.  With  the  third  she 
decided  to  follow  rules  during  the  last  3  months  and  found 
a  vast  improvement.  She  took  an  hour's  hot  bath  as  soon 
as  contractions  were  much  evident,  though  not  painful,  and 
not  felt  in  hot  water.  This  relaxed  all  the  tissues  so  that 
the  child  was  bom  in  a  half  hour.  She  said :  "  If  women 
all  had  babies  as  good  and  comfortable  as  mine,  we  would 
hear  little  about  the  trouble  they  make.  I  am  sure  it  is  a 
good  deal  due  to  the  fruit  diet,  and  probably  a  little  bit  to 
a  peaceful  disposition,  which  can  also  be  credited  to  fruit,  I 
suppose." 

Case  2. — Mrs.  B.,  second  child,  followed  rules  during  IcLst 
two  months,  had  hot  bath,  rested  a  while,  ate  dinner  at  table ; 
flrst  stage,  perfectly  comfortable  four  to  five  hours;  second 
stage,  one  prolonged  expulsion,  ten  minutes  only. 

Case  3. — Mrs.  T.  had  but  ten  weeks  after  she  began  the 
diet,  baths  and  exercise,  but  saw  improvement  at  once  in 
sleeping;  in  relief  from  constipation,  and  hunger  satisfied, 
where  befbre  was  constant  craving.  Her  previous  labor  had 
been  very  severe — 13  hours.  This  one  was  comparatively 
easy  and  accomplished  in  less  than  two  hours. 

Case  4. — Mrs.  M.  came  under  my  observation  at  fourth 
month  with  history  of  early  corsets  while  growing  and  still 
wearing  them.  She  had  followed  a  sedentary  occupation  and 
never  exercised.  Clothes  five  inches  smaller  than  her  waist, 
and  she  was  suffering  much  from  nausea,  headache,  indiges- 
tion and  constipation;  pelvis  small  and  uterus  anteverted. 
She  adopted  the  more  rational  mode  of  life  and  felt  better 
at  once,  continuing  to  do  so  during  the  rest  of  her  term  and 
expected  no  pain  at  end,  but  the  bad  conditions  of  uterus  and 
pelvis  were  not  overcome  and  she  was  not  exempt. 
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Her  mother  had  a  similar  condition  and  was  in  labor  for 
days;  patient  had  slight  pain  in  evening.  I  gave  her  two 
hot  baths  of  an  hour  each,  where  contractions  continued  but 
not  painful;  3  a.  m.  pains  began  to  be  severe  and  continued 
till  7  when  child  was  bom  with  instruments,  the  head  being 
caught  in  narrow  pelvis.  I  believe  either  mother  or  child 
would  have  been  sacrificed  but  for  the  careful  efforts  she  made 
in  last  5  months;  recovery  was  rapid. 

It  is  not  worth  while  to  multiply  cases  of  this  kind,  because 
it  is  so  difficult  to  get  our  patients  to  do  exactly  as  we  tell 
them,  or  to  tell  us  exactly  what  th^  do  when  they  deviate, 
because  they  keep  no  record  and  do  not  know  themselves. 
True  scientific  deductions  are  therefore  not  possible,  but 
when  I  had  a  case  which  I  could  observe  in  every  condition 
I  felt  that  I  could  judge  more  accurately  of  the  results. 

For  more  than  a  year  before  conception  both  parents  fol- 
lowed the  rules  of  diet  and  exercise  and  were  in  excellent 
condition  for  the  expected  work,  continuing  so  throughout 
gestation  with  the  addition  of  more  outdoor  life. 

The  woman  at  thirty-iive,  though  of  rugged  constitution, 
had  been  frequently  overworked  physically  as  well  as  men- 
tally,  and  at  times  had  been  under  great  nervous  strain,  so 
common  among  educated  women  to-day. 

She  gave  a  history  of  great  grandmother  who  died  during 
childbirth;  a  mother  whose  labors  were  always  phenomenally 
long  and  severe  and  required  instrumental  deliveries;  a  sister 
whose  first  child  died  during  38  hour  labor  and  who  required 
36  stitches  to  repair  the  perineum.  Of  like  build  herself,  the 
pelvimeter  showed  pelvis  below  normal  size,  transverse  diame* 
ter  one  inch  below  average. 

Under  these  conditions  I  was  especially  anxious  that  the 
child  should  be  as  small  as  compatible  with  strength,  but  to 
my  amazement,  upon  a  careful  search  of  a  number  of  standard 
authorities  on  Obstetrics,  I  found  no  reference  to  the  possible 
limitation  of  the  size  of  the  child,  the  only  solution  for  con- 
tracted pelvis  being  premature  labor,  I  had  observed  that 
in  cases  where  nausea  continued  throughout  gestation  the 
children  were  thin,  sometimes  loose-skinned  and  the  labors 
easy. 

Of  course  reducing  the  food  quantity  was  an  experiment. 
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but  knowing  results  of  the  quantities  recommended  in  former 
cases,  some  of  which  I  noted  alone,  I  decided  to  begin  with 
the  same  as  giving  maximum  strength  with  maximum  food. 
A  daily  record  card  was  kept,  showing  the  quantity  in  ounces 
of  each  article  eaten ;  time  of  meals ;  water  drank,  which  was 
distilled;  exercise,  occupation;  time  of  rising  and  retiring; 
urine  and  feces;  and  general  remarks. 

In  fifth  month  I  reduced  the  amount  of  proteids  and  car- 
bohydrates and  increased  fresh  fruits ;  so  that  the  daily  food 
consisted  of  i  oz.  of  nuts  instead  of  3 ;  5  to  8  oz.  of  prunes  or 
dates;  i  to  3  oz.  of  ripe  olives,  with  30  to  50  oz.  of  apples, 
bananas  and  oranges.  The  oranges  alone  were  the  night  and 
morning  meals,  the  hearty  meal  being  taken  at  noon.  This 
seemed  to  satisfy  for  two  months  but  with  greater  outdoor 
activity  in  spring,  the  proteid  was  increased  by  taking  2  oz. 
of  nuts  instead  of  i,  and  this  was  continued  for  last  2>4 
months.  Unroasted  Spanish  peanuts  were  used  most  of  the 
time,  though  occasionally  Brazil  nuts  were  substituted;  dates 
were  the  principal  carbohydrate,  though  prunes  soaked  24 
hours  were  substituted  frequently;  occasionally  2  or  3  oz.  of 
whole  wheat  bread  was  added,  but  no  meat,  milk  or  cooked 
vegetables;  oranges  averaged  a  dozen  a  day;  digestion  was 
perfect  and  there  was  no  sense  of  hunger  or  deprivation. 
While  considerable  mental  work  was  done,  5  hours  a  day 
was  average  outdoor  life,  most  of  it  in  garden  work,  a  little 
bicycling  and  long  walks  once  a  week. 

The  fetal  movements  were  very  strong,  but  there  was  no 
sign  of  discomfort  to  the  mother  till  labor  began. 

The  Arst  stage  was  comparatively  easy,  from  first  signs 
to  full  dilatation,  8  hours  (not  unusual  in  primiparae),  and 
only  the  last  hour  was  attended  with  much  discomfort.  Pres- 
entation  wets  R,  O.  P.,  which,  of  course,  added  to  the  small 
size  of  pelvis,  delayed  the  second  stage;  contractions  con- 
tinued strong  and  very  painful,  but  the  head  did  not  descend ; 
at  the  end  of  7  hours  instruments  were  applied  and  child 
delivered,  weighing  6  lbs.  There  was  no  tear  and  recovery 
was  rapid  and  complete,  even  soreness  of  muscles  disappearing 
in  very  few  hours. 

The  ckild  was  strong  and  grew  with  the  mother's  milk, 
until   in  second  month  unfavorable  circumstances,   as   extra 
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care  and  company,  upset  the  mother  and  though  milk,  vege- 
tables and  a  generous  diet  had  been  added,  milk  gave  out  and 
artificial  food  was  substituted.  There  were  times  of  indiges- 
tion, resulting  in  changes,  until  modified  milk  was'  finally 
reached  with  satisfaction.  In  general  he  has  been  more 
rugged  and  happy  than  the  average,  free  from  colds  and  sick 
days,  with  average  development  in  the  four  years  intervening. 
One  swallow  doesn't  make  a  summer,  and  this  one  case  does 
not  prove  that  diet  influences  parturition,  but  I  believe  that 
it  did  and  but  for  the  regulated  diet  the  labor  would  have 
been  attended  with  the  disasters  attending  those  of  her  mother 
and  sister.  I  think  we  can  reasonably  base  our  plans  on 
one  case  exactly  recorded  better  than  on  a  hundred  that  are 
only  ordered  to  do  certain  things.  I  read  later  the  following 
from  Woman's  Medical  Journal : 

The  Influence  of  Diet  in  Pregnancy  on  the  Weigth  of  the 
Offspring. — D.  Noel  Patton  states  that  Prochownik,  wishing 
to  ascertain  whether  by  reducing  the  diet  of  the  mother  the 
size  of  the  child  might  be  so  diminished  that  labor  should  be 
faciliated  in  case  of  narrow  pelvis,  made  a  study  of  forty- 
eight  cases.  He  gives  as  the  result  a  regulation  of  diet  that 
the  average  weight  of  the  child  in  twenty-four  males  was  six 
and  one-half  pounds,  a  reduction  of  ii  per  cent,  in  twenty- 
four  females  there  was  an  average  of  six  pounds,  a  reduction 
of  14  per  cent.  Paton  has  made  a  similar  test  with  guinea 
pigs,  one  series  of  seven  being  fully  fed  and  another  kept 
on  low  diet.  The  average  weight  of  the  offspring  of  the 
latter  was  28  per  cent,  below  that  of  the  normal  animal, 
and  10  per  cent,  less  per  gram  of  the  weight  of  the  mother. 

From  these  few  experiments  it  is  more  than  apparent  "  that 
size  of  the  offspring  depends  very  directly  upon  the  diet  and 
nutrition  of  the  mother  during  pregnancy." 

Prochownik  concludes  that  by  dieting  the  mother  the  chil- 
dren of  rickety  women  may  be  so  reduced  in  size  as  to  be 
viable.  The  amount  and  quality  of  the  food  taken  by  the 
pregnant  woman  must  influence  the  size  of  the  child  at  birth. 
Labors  are  easy  among  the  lower  classes  of  Europe.  While 
among  the  very  poor.  Where  food  is  f>oor  and  insufficient, 
there  is  a  high  infant  mortality.    The  infant  starts  life  in  poor 
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condition,  and  readily  succumbs  to  hardships  continued  after 
birth. 

The  mother  appears  to  pass  her  surplus  nourishment  to 
the  fetus ;  the  better  the  nutrition  of  the  maternal  tissues,  the 
greater  is  the  growth  of  the  young  in  utero.  The  better 
fed  the  mother  the  larger  will  be  the  fetus.  In  our  own  ex- 
perience, full  feeding  the  first  half  of  pregnancy  and  lower 
diet  the  second  half  seems  to  influence  the  weight  of  the  child 
to  some  extent,  but  not  so  markedly  as  reported  by  Paton. — 
Woman's  Med.  Jour. 

I  do  not  consider  that  the  food  was  poor  or  insufficient 
in  the  case  recorded.  The  mother  was  well  nourished  and 
strong,  did  not  tire  easily;  the  child  while  smaller  than  the 
average,  as  desired,  was  muscular  and  fully  developed. 

There  is  a  vast  difference  between  lack  of  food,  as  cited 
in  the  cases  of  very  poor  and  a  balanced  diet  reduced  in 
quantity.  I  hope  that  the  discussion  will  bring  out  other 
reports,  for  we  surely  need  to  know  more  aboUt  saving  life 
at  birth  and  preventing,  as  far  as  possible,  the  agonies  of 
parturition. 

SURGICAL  TREATMENT  FOR  RELAXED  URETHRA 
IN  WOMEN. 

BY  PLINY  R.  WATTS,  M.D. 

The  female  urethra  is  a  membranious  canal  about  one  and 
a  half  inches  in  length,  extending  from  the  bladder  to  the 
meatus  urinarius.  It  is  not  surrounded  by  dense  tissues,  con- 
sequently it  is  movable  to  a  considerable  degree  and  easily 
dilated.  It  is  subject  to  numerous  diseases,  but  relaxation, 
which  we  are  to  consider  at  this  time,  is  usually  the  result 
of  violence.  This  may  occur  in  many  ways,  but  so  rarely 
that  the  only  one  we  need  consider  is  parturition,  and  child- 
bearing  is  directly  or  indirectly  the  cause  of  the  vast  majority 
of  injuries  calling  for  surgical  relief.  It'  is  rare  that  this 
condition  is  found  idiopathically.  It  is  usually  associated 
with  results  of  violence  in  other  parts  of  the  general  tract  and 
often  the  latter  conditions  are  so  much  worse  that  the  former 
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are  entirely  lost  siglit  of.  But  it  is  not  uncommon  to  find  a 
urethra  so  relaxed,  so  dilated,  that  loss  of  muscular  power 
and  incontinence  become  very  distressing,  and  then  the  sur- 
geon is  called  upon  for  relief. 

I/icontinence  of  urine  is  the  most  characteristic  symptom  of 
urethral  relaxation,  and  the  condition  always  calls  for  careful 
investigation.  When  it  occurs,  it  is  apt  to  be  the  result  of 
other  surgical  conditions,  especially  prolapse,  dilatation,  and 
urethrocele.  Frequently  we  find  associated  with  it,  often  its 
cause,  prolapse  of  the  uterus  and  vagina,  cystocele  and  recto- 
cele,  with  lacerations  of  cervix  and  perineum.  If  a  prolapse 
of  the  whole  genital  tract  exists,  it  is  obvious  that  surgical 
work  on  the  urethra  alone  will  prove  of  no  avail.  The  cause 
of  the  urethral  trouble  must  be  removed  before  permanently 
good  results  will  follow.  Numerous  operations  for  relaxed 
urethra  have  been  devised  and  practiced,  all  with  more  or  less 
success.  A  prolapse  of  the  urethra  is  really  an  eversion  of 
the  mucous  membrane  through  the  meatus.  This  condition 
is  never  found  in  health,  but  is  always  pathological.  It  may 
come  from  a  severe  urethritis,  from  traumatism,  and  is  fre- 
quently seen  in  women  who  have  borne  several  children ;  also 
in  the  aged  and  debilitated. 

The  diagnosis  is  easily  made,  as  inspection  shows  a  mass 
of  irritated  mucuous  membrane  protruding  from  the  meatus. 
This  condition  is  usually  accompanied  with  inflammation  of 
both  urethra  and  bladder.  By  curing  the  urethritis  and  cystitis 
the  prolapse  will  often  disappear.  When  this  does  not  occur, 
the  condition  may  be  cured  by  excision  in  the  following  man- 
ner: Traction  is  made  on  the  membrane  with  forceps.  A 
silk  suture  is  introduced  just  above  the  margin  of  the  meatus 
through  the  urethra  emerging  at  the  corresponding  point  be- 
low. The  membrane  is  then  excised  with  scissors,  the  silk 
drawn  out  of  the  canal,  cut  in  the  center,  making  two  loops, 
and  tied  above  and  below.  A  sufficient  number  of  catgut 
sutures  are  then  inserted  to  make  a  good  approximation.  This 
simple  operation  is  usually  followed  by  good  results. 

Urethrocele  may  be  briefly  described  as  a  sacculated  urethra. 
Here  a  portion  only  of  the  urethra  is  dilated,  forming  the  sac. 
The  usual  cause  is  stretching,  bruising  or  tearing  during  labor. 
The  urine  is  frequently  retained  in  this  pouch,  where  it  decom- 
poses, setting  up  a  subacute  urethritis.     This  urine  is  expelled 
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at  irregular  periods,  causing  a  form  of  incontinence  and  much 
irritation  to  the  external  parts.  The  diagnosis  is  made  by  the 
use  of  the  sound,  and  a  cure  is  rare  without  surgical  aid.  Re- 
lief is  often  obtained  by  the  use  of  pessaries,  their  chief  value 
being  found  in  the  fact  that  by  pressure  they  partially  obliter- 
ate the  pouch  and  thus  prevent,  partially,  at  least,  the  retention 
of  urine.  If  urethritis  does  not  exist,  with  a  sound  in  the 
urethra  as  a  guide,  the  sac  may  be  opened  through  the  vagina, 
the  redundant  tissue  removed  and  the  wound  closed  as  in 
vesico-vaginal  fistula.  If  urethritis  does  exist,  it  must  be 
cured  before  the  operation  is  completed,  and  this  requires  two 
operations.  An  incision  is  made  through  the  vaginal  wall 
into  the  urethrocele,  the  walls  of  the  cut  united  by  catgut, 
thus  forming  an  urethro-vaginal  fistula.  This  gives  perfect 
drainage  and  allows  opportunity  to  treat  the  inflamed  mem- 
brane locally.  When  this  is  cured,  the  redundant  tissue  is 
cut  away  and  the  fistula  cured  in  the  usual  manner. 

Complete  dilatation  requires  even  more  radical  treatment. 
This  is  not  so  common  as  the  former  condition,  and  most 
writers  claim  that  coitus  per  unethram  is  the  common  cause. 
Forcible  extraction  of  calculi  and  tumors,  dilatation  for  thera- 
peutic or  diagnostic  purposes,  or  a  tumor  or  stricture  located 
near  the  meatus,  damming  back  the  urine,  have  all  caused  this 
condition.  Pessaries  are  sometimes  used  to  give  relief,  but 
they  rarely  cure,  and  they  are  useless  if  the  perineum  or  pelvic 
floor  is  lacerated.  Several  operations  have  been  performed 
for  this  condition,  but  the  most  promising  is  the  excision  of 
a  portion  of  the  anterior  vaginal  wall  and  the  posterior 
urethral  wall,  removing  whatever  amount  of  tissue  may  be 
necessary.  In  introducing  the  sutures  care  must  be  taken 
that  they  do  not  penetrate  the  urethral  mucosa. 

Another  operation  is  advised  by  a  number  of  surgeons  in 
cases  of  severe  dilatation — torsion.  The  entire  urethra  is 
dissected  out  and  twisted  on  itself,  making  in  some  instances 
a  complete  rotation,  and  then  stitched  to  its  original  attach- 
ments. 

Several  operations  of  a  plastic  character  for  partially  closing 
the  meatus  have  been  urged  by  certain  operators  to  cure  in- 
continence, but  as  the  sphincters  lie  at  the  upper  end  of  the 
canal,  it  is  difficult  to  see  the  philosophy  of  that  class  of  work. 
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Small  pieces  of  membrane  are  dissected  from  the  vaginal 
wall  near  the  meatus,  so  twisted  and  sutured  as  to  partially 
compress  the  lower  portion  of  the  urethra.  While  they  have 
their  advocates  and  may  be  useful  occasionally,  they  do  not 
seem  to  be  universally  employed. 

While  the  operations  described  are  done  extensively  and 
successfully,  they  have  been  followed  by  many  disappoint- 
ments. The  reason  for  this  is  the  fact  that  often  the  condi- 
tions back  of  and  causing  the  urethral  disease  have  been  lost 
sight  of.  With  a  few  exceptions  urethral  relaxation  with  its 
train  of  ills  is  the  result  of  traumatism  or  disease  elsewhere, 
and  until  these  causes  are  removed  or  cured  our  local  or 
urethral  work  will  be  of  little  avail.  Many  doctors  will  do 
plastic  work  who  would  hesitate  to  enter  the  abdominal  cavity. 
The  same  is  true  of  cystocele  and  rectocele  I  doubt  if  any 
two  operations  in  gynecological  surgery  are  more  universal 
failures  than  the  operation  for  those  two  conditions  alone, 
i.e.,  when  they  are  not  done  as  supplementary  to  other  work. 
Rectocele  is  frequently  cured  when  done  in  conjunction  with 
perineal  repair,  but  rarely  without.  This  is  still  more  true 
of  cystocele.  I  do  not  recall  one  single  case  of  my  own  where 
I  have  operated  for  cystocele  alone  when  it  has  not  returned  to 
some  extent.  In  cases  of  not  too  long  standing,  where  the 
supporting  ligaments  of  the  uterus  and  the  vaginal  wall  have 
not  become  lax  beyond  hope  of  recovery,  the  restoration  of 
a  larcerated  perineum  or  the  repair  of  a  lacerated  cervix  with 
the  cure  of  sub-involution  will  undoubtedly  cure  not  only  the 
cystocele  and  rectocele,  but  also  the  relaxation  of  the  urethra. 
But  in  these  conditions  the  uterus  is  almost  invariably  low, 
frequently  retroverted,  and  all  its  supports  so  stretched  and 
lax  that  some  method  of  retaining  the  uterus  in  its  normal 
position  is  imperative. 

This  can  be  done  better,  easier,  and  with  more  surety  of 
permanency  by  the  ventral  suspension  than  by  any  other 
method  and  with  practically  no  danger.  To  cure  the  condi- 
tions of  the  floor  of  the  pelvis  and  the  urethra,  which  we  have 
been  discussing,  the  vaginal  wall  must  be  straightened  out  and 
held  there,  and  a  ventral  suspension  will  do  it  with  what  re- 
pair work  is  necessary  on  the  floor,  and  many  times  without 
any  work  on  the  urethra. 
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Chas.  Hoyt,  M.D. : 

Much  that  has  been  done  and  recommended  to  prevent 
perineal  lacerations  is  positively  of  no  benefit  whatever  and 
in  many  instances  pernicious.  The  free  use  of  lard  and  other 
lubricants  in  the  vagina  and  over  the  perineum  is  helpful  in 
preventing  lacerations  of  the  soft  parts.  The  use  of  hot 
sterile  napkins  to  the  perineum,  to  be  used  continuously  after 
the  head  begins  to  distend  the  soft  parts,  using  one-half  tea- 
spoonful  of  creolin  to  the  quart  of  hot  water,  will  on  account 
of  the  moist  heat,  certainly  help  to  relax,  soften,  and  dilate 
the  parts  and  put  them  in  the  best  possible  condition  to  stand 
the  heavy  strain  that  is  to  be  put  upon  them.  Now  having 
put  the  soft  parts  of  the  mother  in  the  best  condition  possible, 
our  next  duty  is  to  exercise  control  over  everything  that  tends 
to  the  safety  and  welfare  of  both  mother  and  child.  The 
mother  should,  during  the  last  part  of  the  second  stage  of 
labor,  occupy  a  position  upon  her  left  side  with  her  knees 
separated  by  a  pillow  or  held  by  an  attendant,  with  the 
physician  seated  by  her  side  on  the  bed  facing  the  foot  of  the 
bed,  with  his  right  hand  behind  the  patient's  buttock  and  the 
other  in  front  between  the  patient's  legs.  In  this  manner 
both  the  physician  and  patient  are  in  the  bst  possible  position 
to  control  the  delivery  of  the  child  and  regulate  the  rapidity 
of  delivery,  and  this  is  the  one  great  point  in  preventing 
rupture  of  the  perineum.  The  rapidity  of  cfelivery  can  be 
regulated,  and  at  the  same  time  with  the  right  hand  pressing 
against  the  child's  head,  it  can  be  firmly  held  against  the  pubic 
arch  and  also  be  prevented  from  making  extension  until  the 
occiput  is  well  out  from  under  the  pubic  arch,  so  as  to  keep 
the  smallest  circumference  possible  in  the  grasp  of  the  resist- 
ing girdle,  and  the  propelling  force  in  the  right  direction.  In 
this  manner  the  head  gradually  advances  and  again  recedes, 
finally  molding  the  soft  parts  until  the  head  can  be  permitted 
to  pass  through  in  safety. 

When  every  intelligent  method  has  been  applied  to  prevent 
rupture  and  it  becomes  apparent  that  the  head  cannot  be 
delivered  without  a  severe  rupture  of  the  soft  parts,  no  method 
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yields  better  results  than  episiotomy  rightly  timed  and  properly 
performed.  These  simple  cuts  are  quickly  repa.ired  and  the 
soft  parts  are  left  in  good  condition.  The  operation  is  a  very 
simple  one  and  the  only  instrument  needed  is  a  blunt  pointed 
knife  or  a  pair  of  scissors  so  that  the  tense  ring  can  be  divided 
on  each  side  parallel  with  the  long  axis  of  the  mother's  body. 
After  the  head  is  delivered,  it  should  be  held  in  the  hand  and 
kept  in  the  axis  of  expulsion,  and  care  used  in  the  delivery 
of  the  shoulders.     As  a  rule,  the  delivery  of  the  body  is  left 

entirely  to  nature. 

♦  ♦ 

L.  E.  Russell,  M.D. : 

I  want  to  call  attention  to  the  position  after  a  surgical  oper- 
ation. In  all  cases  wHfere  you  have  pus  in  the  pelvis,  where 
the  operation  has  been  of  a  pelvic  nature,  it  is  better  to  have 
the  patient  in  a  semi-reclining  position.  Much  is  to  be  ob- 
tained in  the  position  of  a  patient  following  an  operation. 
Don't  place  them  down  flat.  Don't  raise  the  foot  of  the  bed, 
if  you  have  your  trouble  in  the  pelvis  or  the  abdomen.  Don't 
place  them  down  if  you  have  your  trouble,  your  adhesions, 
in  the  region  of  the  liver  or  gall-bladder.  Set  them  up.  Let 
an  aged  patient  sit  in  a  rocking  chair,  and  let  the  rocking  chair 
be  tipped  back.  You  will  do  better  if,  instead  of  putting  an 
old  person  to  bed,  you  encourage  them  to  sit  up.  They  will 
do  better  to  sit  up. 

Where  you  have  pelvic  lesions,  oftentimes  you  will  remove 
the  pus  tube,  where  you  have  done  a  hysterectomy,  either 
vaginal  or  abdominal;  where  you  have  a  pus  appendix,  turn 
your  patient  right  over  on  their  side,  right  on  their  face. 
Insist  on  their  lying  that  way,  so  as  to  make  drainage  avail- 
able, so  as  to  get  rid  of  every  drop  of  pus  that  nature  puts 
in  there,  and  get  rid  of  it  at  the  very  earliest  possible  time. 

♦  ♦ 

B.  L.  Eastman,  M.D. : 

I  assert  that  cervical  lacerations  do  cause  nervous  symp- 
toms in  a  large  majority  of  their  possessors,  and  this  admit- 
tedly regardless  of  any  particular  theory  as  to  the  "  how  "  of  it. 

I  am  frank  to  admit  myself  that  I  have  no  plausible  theory 
to  offer  as  to  the  "  how  '*  and  "  why  "  of  these  nervous  sympH 
toms,  but  I  am  equally  positive  after  fifteen  years  observation 
and  study  of  women's  ills,  that  these  lacerations  are  of  vital 
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and  often  the  only  cause  of  nervous  symptoms  and  nervous 
debility  so  marked  as  to  otherwise  lead  us  far  into  the  realms 
of  speculative  neurology  and  neuropathy. 

Disregarding  for  a  while  the  various  theories  that  more  or 
less  obscure  the  field,  let  us  consider  facts  as  we  find  them 
in  general  practice  and  in  gynecologic  work. 

In  three  out  of  four  parous  women  a  demonstrable  lacera- 
tion of  the  cervix  exists  as  a  result  of  a  previous  childbirth. 

In  a  certain  proportion  of  these  women  the  return  to  the 
normal  pre-gravid  condition  of  the  uterus  is  imperfect.  A 
degree  of  sub-involution  continues  and,  with  it,  congestion  of 
this  organ. 

As  a  direct  physical  result,  there  develop  some  leucorrhea, 
some  pelvic  soreness,  tenderness  and  pain,  and  quite  frequently 
minor  disturbances  of  menstruation. 

Indirectly  a  multitude  of  nervous  symptoms  present  them- 
selves in  a  large  per  cent,  of  these  cases,  often  independent  of 
the  local  pelvic  symptoms  which  wc  might  expect  and  out  of 
all  proportion  to  the  gravity  of  the  pelvic  pathology.  Nervous 
irritability,  "nervousness,"  and  emotional  weakness,  are  in 
these  cases  almost  pathognomonic.  Hysteria  and  reflex  symp- 
toms so  called,  such  as  backaches,  headaches,  and  gastric  dis- 
turbances, complicate  the  situation  still  more. 

This  picture  is  not  overdrawn  and  in  greater  or  less  degree 
can  be  verified  by  every  medical  man  by  a  very  short  con- 
sideration of  his  female  clientele. 

The  treatment  of  these  patients  with  well  developed  nervous 
symptoms  is  always  a  problem;  internal  medication  is  dis- 
appointing and  local  treatment  is  almost  if  not  quite  as  un- 
satisfactory; neuropathic  treatment  would  seem  especially  de- 
sirable here,  but  it  also  is  equally  disappointing  to  the  patient 
and  physician. 

The  surgical  treatment  of  these  lacerations  has  been  pushed 
into  the  background  to  some  extent,  by  the  riot  of  major 
operations  which  have  developed.  There  is  to-day  entirely 
too  much  disposition  to  consider  these  minor  operations  as 
some  sort  of  gynecologic  "tinkering."  Nevertheless  to  one 
who  observes  his  cases  carefully  and  follows  out  their  later 
history,  it  becomes  an  established  fact  that  these  very  same 
minor  operations  produce  the  greatest  amount  of  good  and 
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give  the  greatest  satisfaction  both  to  the  patient  and  surgeon. 
To  explain  the  rationale  of  these  cures  is  just  as  difficult  as 
to  explain  why  such  nervous  symptoms  follow  cervical  lacera- 
tions. 

As  to  the  technic  there  is  not  very  much  to  say  except  what 
can  be  read  from  any  modern  text  book  on  gynecology. 
Briefly  there  are  two  types  of  operation  which  I  find  to  cover 
the  whole  technical  field. 

First. — ^Emmett's  typical  operation,  trachelorrhaphy.  This 
operation  aims  to  restore  the  cervix  to  its  normal  size  and 
contour  by  stripping  the  mucosa  from  the  everted  lips  of  the 
cervix  on  either  side  of  the  external  os,  leaving  a  free  strip 
in  the  center  on  each  lip  to  form  the  new  cervical  canal  and 
external  os.  This  is  the  operation  that  is  perhaps  done  more 
frequently  than  any  other,  and  abundantly  deserves  the  great 
popularity  which  it  has  to-day.  It  is  the  one  that  we  choose 
for  all  cases  of  laceration,  uni-lateral  and  bi-lateral,  which  are 
not  accompanied  with  any  considerable  hypertrophy. 

Second. — Schroeder's  amputation  of  the  cervix.  This 
should  be  sharply  diflferentiated  from  the  Emmett  operation 
as  it  meets  indications  which  are  very  diflferent.  It  is  most 
useful  in  the  old  neglected,  or  extensive  lacerations  which  are 
accompanied  with  hypertrophy  and  cystic  degeneration  of  the 
mucous  membrane  of  the  cervix.  I  have  modified  it  in  my 
own  work  very  slightly,  in  that  the  vaginal  mucous  membrane 
is  dissected  away  from  the  anterior  and  posterior  lips  of  the 
cervical  tissue  much  as  the  skin  flap  in  a  circular  amputation 
of  the  thigh  is,  the  muscular  body  of  the  cervix  is  cut  oflf 
at  any  suitable  level  like  the  muscular  stump  is  cut  through 
in  an  ordinary  amputation,  letting  the  cervical  canal  have  the 
same  relation  to  this  flap  as  the  bone  does  in  the  thigh  ampu- 
tation. 

I  have  found  that  one  buried  No.  2,  catgut  suture  through 
the  musculature  of  the  cervix,  beneath  the  over-lying  mucosa, 
gives  a  better  stump  and  controls  oozing  admirably.  For  the 
rest,  the  center  of  each  flap  of  vaginal  mucosa  is  pulled  for- 
ward and  secured  at  the  level  of  the  new  external  os.  This 
mucous  flap  can  be  trimmed  away  slightly  on  either  side  if 
necessary,  and  then  the  anterior  and  posterior  edges  united 
with  two  or  three  sutures  on  either  side  of  the  new  external  os. 
As  a  result  of  my  experience  in  this  work  I  would  like  to 
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draw  certain  conclusions  which  I  believe  are  justified  by  the 
results : 

1st.  A  parous  woman  giving  a  history  of  "  nerves,"  "  ner- 
vousness, or  minor  hysteria,  co-existent  with  any  pelvic  lesion, 
cannot  be  considered  normal,  nor  can  her  symptoms  be  judged 
by  a  comparison  with  those  of  a  nullipara  of  similar  t)rpe  or 
class. 

2d.  In  no  case  should  a  pure  hysteria  or  neurasthenia  be 
diagnosed  until  the  pelvic  organs  have  been  shown  to  be  free 
of  all  demonstrable  lesions  and  abnormalities. 

3d.  In  all  cases  giving  a  history  of  neuropathic  symptoms 
and  co-existing  with  a  lacerated  cervix,  the  surgical  treatment 
of  this  lesion  should  be  used  first  and  promptly,  rather  than 
as  a  last  resort  after  the  neuropathy  is  firmly  grafted  on  to 
the  individual. 

4th.  The  post-operative  results  in  such  cases  are  as  certain 
and  as  beneficial,  using  a  reasonable  amount  of  judgment,  as 
in  any  other  department  of  surgical  work;  the  nervousness 
subsides,  the  nervous  irritability  is  relieved,  hysteria  is  Les- 
sened or  abolished  and  the  nervous  system  as  a  whole  regains 
its  balance,  which  it  had  previously  so  sadly  lacked. 

♦     ♦ 
William  Gillespie,  M.D. : 

One  hot  day  last  summer  when  physicians  who  exercised 
forethought  in  the  selection  of  their  lines  of  work  were  sport- 
ing with  the  fish  or  dreaming  in  the  shade,  the  writer  was 
called  to  see  a  woman  well  past  the  bloom  of  early  youth 
and  yet  blossoming  with  new  life. 

In  her  face  there  was  an  unusual  expression,  a  mingling, 
it  seemed  to  me,  of  pride  and  apprehension  as  though  behind 
the  joy  of  prospective  motherhood  she  feared  a  hidden  foe. 
Upon  attempting  to  reassure  her  we  were  met  by  the  positive 
statement  that  she  did  not  fear  anything.  When  called  at 
the  onset  of  this  case  of  labor  the  patient  seemed  to  be  the 
personification  of  patience,  but  the  onset  of  each  pain  brought 
an  expresion  of  astonishment,  dismay,  consternation.  The 
waters  had  broken  early  and  the  cervix  yielded  slowly  as 
though  loth  to  part  with  a  long-looked-for  guest.  With  each 
recurrence  of  pain  the  patient  seemed  almost  convulsed, 
would  dig  her  heels  into  the  mattress  and  raise  her  body  from 
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the  bed,  and  with  the  departure  of  pain  came  the  same  listless, 
wistful  look.  Dope  is  the  salvation  of  such  a  case  as  this, 
and  she  got  morphine  and  lyoscin,  chloral  and  chloroform  in 
generous  amounts,  and  finally  forceps  took  the  place  of  pains 
which  would  not  produce  progress.  The  physical  difficulties 
presented  by  this  case  we  have  often  met.  Intolerance  of 
pain  we  are  familiar  with,  but  the  combination  of  apathy  and 
frenzy  succeeding  each  other  like  the  ebb  and  flow  of  the 
tides  produced  a  mystifying,  uncanr\  effect  which  was  hard 
to  shake  off.  Why  was  the  patient  so  uttterly  indifferent 
when  not  in  pain,  and  why  so  senselessly  excited  by  it?  A 
few  days  later  we  met  upon  the  street  the  gentleman  who  had 
been  mentioned  as  her  family  physician,  and  stopped  to  report 
to  him  the  news  of  her  safe  delivery.  Then  came  the  news 
that  he  was  several  years  ago  her  physician,  but  of  recent 
years  he  had  been  supplanted  by  Christian  Science.  Why 
shouldn't  she  squirm?  Why  not  look  mystified?  If  there 
is  no  such  thing  as  pain  what  was  this  joint-racking  and  belly- 
wringing  agony  that  beset  her  with  such  persistent  regularity? 
We  have  long  believed  firmly  in  analgesia  and  anesthesia  in 
labor,  but  have  added  another  indication  for  its  free  use — a 
belief  in  Christian  Science.  The  surprise  which  accompanies 
each  recurrence  of  this  mental  delusion  which  the  uninitiated 
call  pain  adds  to  its  soul-racking  effects. 

♦     ♦ 

A.  J.  Kemper,  M.D. : 

We  so  frequently  hear  physicians  speak  of  having  so  many 
cases  of  retained  placenta.  I  do  not  say  there  is  no  such 
thing  as  an  adhered  placenta,  but  I  do  say  that  many  of  the 
so-called  cases  imaginary.  My  routine  procedure  for  years 
has  been  as  follows,  and  I  have  not  had  any  trouble  of  any 
note  since  adopting  the  method : 

As  soon  as  the  child  is  born  I  seize  the  uterus  with  both 
hands  and  grasp  firmly  for  five  or  ten  minutes;  then  tie  and 
sever  the  cord,  hand  child  to  nurse  and  order  it  to  be  washed. 
While  the  little  fellow  is  being  washed  I  again  resume  my 
grip  on  the  uterus  and  hold  till  the  child  is  washed  and  cord 
ready  to  dress.  After  dressing  the  cord  I  again  return  to 
the  bed  and  usually  find  her  complaining  of  uterine  contrac- 
tions; then  by  slight  traction  on  the  cord  with  my  right  hand 
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and  firm  pressure  of  the  uterus  with  left  hand,  the  placenta  is 
readily  expelled. 

P.  A.  Heinek,  M.D. : 

Be  they  intra-peritoneal,  be  they  extra-peritoneal,  perfor- 
ating wounds  of  the  uterus,  have  a  morbidity,  have  a 
mortality.  This  morbidity,  this  mortality,  increase  in  direct 
ratio  with  the  inexperience,  the  carelessness,  the  surgical  un- 
cleanliness  of  the  operator.  The  expert  recognizes  at  once 
the  making  of  a  false  passage  and  institutes  proper  treat- 
ment. High  surgical  skill  may  convert  an  apparently  hopeless 
case  into  a  recovery.  In  the  154  cases,  there  were  42  deaths, 
108  recoveries.  The  result  is  not  stated  in  4  cases.  Expec- 
tant treatment  was  pursued  in  66  cases.  There  were  21 
deaths  in  this  series.  Laparotomy,  including  what  intra-ab- 
dominal repair  work  appeared  necessary  to  the  operator,  was 
performed  72  times.  There  were  52  recoveries,  17  deaths 
and  3  unstated  results  in  this  series.  Vaginal  hysterectomy 
was  done  15  times.  There  resulted  10  recoveries,  4  deaths  and 
result  not  stated. 

Dilation  of  the  cervical  canal,  and  instrumental  curettage  of 
the  uterine  cavity  are  owing  to  their. associated  dangers,  not 
office  operations.  During  the  performance  of  either  of  these 
two  apparently  danger-free  operations,  the  operator  may  be 
confronted  by  accidents,  the  meeting  of  which  requires  the 
highest  surgical  skill.  In  their  performance,  if  an  anes- 
thetist be  available,  the  employment  of  general  anesthesia  (in 
the  absence  of  contra-indications)  is  highly  desirable,  in  fact, 
the  rule  should  be: 

(a)  No  uterine  curettage  without  general  surgical  anes- 
thesia. 

(b)  No  curettage  without  ample  cervical  dilation. 
Infra-uterine   instrumental   maneuvers   should   only  be   at- 
tempted by  those 

(a)  Who  are  thoroughly  conversant  with  modern  surgical 
asepsis  and  antisepsis. 

(b)  Who  are  capable  of  recognizing  malpositions  of  the 
uterus  as  well  as  pathological  conditions  of  that  and  of  neigh- 
boring organs. 

(c)  Who  are  acquainted  with  the  dangers  incident  to  the 
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successive  steps  of  intra-uterine  operation,  which  they 
are  performing. 

A  perforated  uterus  should  never  be  mopped  or  swabbed 
with  caustics  or  irritating  antiseptics.  It  is  needless,  it  is 
dangerous  and  a  perforated  uterus  should  never  be  irrigated. 

Vaginal  hysterectomy  is  an  operation  not  to  be  performed 
and  if  the  perforated  wound  has  been  inflicted  upon  a  non- 
septic  uterus  during  the  course  of  an  aseptic  intra-uterine 
maneuver,  in  the  absence  of  complicating  abdominal  lesions, 
recovery  is  the  rule. 

The  treatment  of  perforating  wounds  of  the  uterus  is  de- 
termined largely  by  the  following  conditions: 

(a)  The  septicity  or  asepticity  of  the  uterus  and  its  con- 
tents. 

(b)  The  septicity  or  asepticity  of  the  perforating  instru- 
ment. 

(c)  The  presence  or  absence  of  co-existing  vascular,  omen- 
tal or  intestional  lesions. 

(d)  The  size  and  the  number  of  the  perforations.  A  piece 
of  omentum  may  prolapse  through  a  large  rent.  A  coil  of  gut 
may  become  incarcerated  or  strangulated  in  a  large  perfora- 
tion. 

Treatments  (a)  If  the  uterus  be  non-septic,  if  the  perfo- 
rating instrument  be  aseptic  and  if  it  can  also  be  reasonably 
assumed  that  there  is  an  absence  of  omental  or  intestinal  or 
important  vascular  lesions,  the  treatment  to  be  followed  is  one 
of  armed  expectancy.  The  patient  must  be  confined  to  bed 
and  immobilization  enjoined. for  at  least  three  days.  The  pa- 
tient's pulse,  temperature,  facies  and  abdomen  must  be  care- 
fully watched.  A  suppurative  cellulitis,  signs  of  internal  hem- 
morrhage,  etc.,  call  for  intervention.  A  wick  of  gauze  may 
be  inserted  into  the  uterus,  but  it  should  not  be  introduced 
much  beyond  the  internal  os. 

(b)  In  all  cases  in  which  there  has  been  a  prolapse  of  the 
omentum,  or  of  intestines  into  the  uterine  cavity;  in  all  cases 
in  which  associated  injuries  to  the  intestines  or  omentum  co- 
exist, or  in  which  there  are  reasons  to  fear  a  significant  in- 
ternal hemorrhage,  laparotomy  is  urgent. 

(c)  Once  the  abdominal  wall  has  been  opened  the  visceral 
lesion  must  be  repaired.    The  uterine  puncture,  if  small,  need 
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not  be  sutured.  If  large  (when  the  perforation  is  large  you 
cannot  depend  upon  the  contractability  of  the  uterine  muscle, 
to  entirely  occlude  it),  if  of  the  nature  of  a  tear,  of  a  lacera- 
tion, it  is  better  that  it  be  sutured.  One  or  two  layers  of  su- 
tures may  be  used.  Whether  small  or  large,  if  the  perfora- 
tion be  the  seat  of  hemorrhage,  suturing  is  indicated. 

Complicating  intestinal  lesions,  necessitating  resection  of 
gut  and  enterorrhaphy,  were  present  in  each  of  three  fatal 
cases.  Some  operators  make  use  of  both  superficial  and  deep 
sutures.  Some  clinicians  teach  that  every  perforating  wound 
of  the  uterus  calls  for  a  laparotomy.  They  base  their  teach- 
ing upon  the  following  considerations : 

(a)  That  the  exact  size  of  the  perforation  is  not  known. 

(b)  That  hemorrhage  may  be  taking  place  from  the  peri- 
toneal surface  of  the  wound. 

(c)  That  in  absience  of  a  laparotomy,  one  can  never  tell 
with  certainty  whether  any  intra-abdominal  organs  is  injured 

A  healed  perforation  of  the  uterus  apparently  does  not  in- 
terfere with  the  normal  development  and  the  normal  termina- 
tion of  a  subsequent  pregnancy. 

The  prognosis  of  appendicitis  arising  during  pregnancy  is 
always  a  very  grave  one,  and  the  question  of  treatment  must 
always  be  a  matter  of  serious  responsibility.  If  ever-^the  dic- 
tum to  "  operate  as  soon  as  one  is  sure  of  the  diagnosis  "  is 
true,  it  is  in  this  condition.  The  danger  of  infection  of  the 
placenta  and  walls  of  the  uterus,  and  of  general  peritonitis 
is  so  great,  that  every  effort  should  be  made  to  operate  before 
suppuration  or  abscess  formation  outside  of  the  appendix  has 
developed. 

In  suppurative  cases  the  best  results  will  be  attained  by  a 
short  operation,  thorough  drainage,  removal  of  the  appendix 
when  it  can  be  accomplished  without  unduly  prolonging  the 
operation,  and  continuous  saline  irrigation  by  rectum.  After 
abortion  has  occurred,  as  it  will  in  a  large  proportion  of  these 
cases  irrespective  of  the  treatment  followed,  the  rectal  saline 
irrigation  should  be  continued  and,  if  symptoms  of  general 
peritonitis  appear,  ice  be  applied  to  the  abdomen,  food  and 
drink  withheld  from  the  stomach,  and  lavage  used  if  vomiting 
be  present. 

I  am  very  doubtful  of  the  value  of  multiple  drainage  of  the 
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flanks  and  pelvis.  Our  operative  interference  should  be  as 
simple  and  rapid  as  possible,  and  should  aim  merely  to  relieve 
the  tension  and  start  the  flow  of  pus  toward  the  surface. 

The  ideal  treatment  is  preventive  and  to  this  end  every 
pregnant  woman  who  has  catarrhal  or  recurrent  appendicitis 
should  be  given  the  benefit  of  an  interval  operation.  The 
most  favorable  time  is  the  third  or  fourth  month,  as  the 
uterus  is  not  so  large  as  to  obstruct  the  operation,  and  the 
abdominal  scar  has  time  enough  to  become  firm  before  labor 
sets  in. 

The  advice  of  McArthur  to  artificially  induce  abortion  in 
every  case  before  operating  for  the  appendicitis  is  entirely 
wrong.  Not  every  case  of  suppurative  appendicitis  leads  to 
abortion,  and  even  if  it  did  the  change  in  size  and  position  of 
the  uterus  and  the  consequent  tearing  loose  of  adhesions  would 
more  certainly  lead  to  general  peritonitis  than  after  operation, 
when  tension  is  relieved  and  drainage  established. 

I  wish  to  mention  three  cases  which  have  come  under  my 
observation.  One  was  a  subacute  recurrent  case  which  was 
operated  upon  during  the  interval,  in  the  third  month  of  preg- 
nancy, followed  by  recovery  and  labor  at  full  term.  The  sec- 
ond was  an  acute  suppurative  case  with  well-walled  abscesses, 
occurring  during  the  fourth  month  of  pregnancy.  Operation 
followed  by  recovery.  A  healthy  child  was  born  at  term. 
The  third  was  an  acute,  perforative,  gangrenous  appendicitis 
in  a  young  woman  seven  months  pregnant.  Operation  fol- 
lowed by  premature  labor,  birth  of  a  dead  child,  and  death 
by  general  peritonitis. 

♦     ♦ 

J.  R.  Spencer,  M.D. : 

What  can  the  physician  do  to  prevent  laceration  during 
labor? 

The  first  thing  that  he  should  remember  is  that  time  for 
a  complete  distention  of  that  body  should  be  given,  and  the 
delivery  delayed  until  the  perineum  is  properly  dilated  or 
distended.  Chloroform  carried  to  complete  anesthesia  at  the 
time  the  head  is  born  will  greatly  lessen  the  danger  of  an  in- 
jury to  the  soft  parts.  It  will  relax  the  perineal  tisues  and 
also  prevent  the  woman  from  making  violent  expulsive  ef- 
forts when  they  are  contraindicated.     If  an  anesthetic  is  not 
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given  her  expulsive  efforts  should  be  controlled  by  the  positive 
command  of  the  physician,  who  should  be  master  of  the  sit- 
uation. Any  pressure  upon  the  perineum  for  the  purpose  of 
"  supporting  "  it  should  not  be  made,  as  such  an  effort  will  not 
prevent  its  rupture  and  may  do  an  injury.  The  pressure  of 
the  head  against  the  perineum  is  the  very  best  means  of  dilating 
and  distending  it.  This  pressure  in  time  will  nearly  always 
complete  its  contention,  so  that  a  safe  delivery  can  be  made. 
In  order  to  delay  the  labor  so  this  can  be  accomplished,  all 
bearing-down  efforts  of  the  mother  should  be  stopped  and  the 
physician  should  make  backward  pressure  upon  the  child's 
head  or  presenting  part,  thus  controlling  the  time  of  delivery 
until  the  perineum  is  in  a  proper  condition.  It  will  often  dis- 
tend until  it  reaches  a  width  of  four  or  five  inches. 

Some  assistance  of  a  beneficial  character  can  be  rendered, 
in  some  cases  by  making  pressure  from  both  sides  of  the  per- 
ineum toward  the  center,  thus  preventing  the  tissues  at  that 
point  from  tearing.  By  making  presure,  through  the  peri- 
reum  at  each  side  of  the  anus,  upon  the  child's  head,  the  occi- 
put or  neck  can  be  forced  well  up  under  the  pubic  arch,  and 
some  pressure  taken  from  the  perineum. 

Occasionally  cases  will  occur  where  the  head  can  be  deliv- 
ered when  the  pain  is  absent  and  the  perineal  tissues  are  in  a 
state  of  relaxation.  This  is  done  by  an  assistant  making 
strong  downward  pressure  upon  the  uterus  through  the  ab- 
dominal walls,  while  the  accoucheur  pushes  back  the  perineal 
tissues  over  the  head.  When  it  is  possible  tb  accomplish  this 
it  ought  to  be  done. 

In  cases  where  the  attending  physician  is  positively  sure 
that  a  severe  rupture  of  the  perineum  cannot  possibly  be 
avoided,  some  authors  recommend  that  an  operation  known 
as  episiotomy  be  ^rformed.  This  consists  in  an  incision  be- 
ing made  through  the  tissues  composing  the  vulvar  ring  on 
each  side  about  one-third  of  the  distance  from  the  posterior 
fourchette  to  the  anterior  fourchette.  The  incision  is  better 
made  with  a  dull-pointed  pair  of  scissors.  It  should  be  made 
about  one  inch  in  length  and  should  be  in  the  direction  of  the 
axis  of  the  mother's  body  as  she  lies  on  her  back.  The  ob- 
ject of  this  operation  is  to  enlarge  the  pelvic  outlet,  so  the 
delivery  can  be  made  without  any  injury  to  the  perineum. 
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After  the  labor  is  ended,  these  incisions  should  be  properly 
sutured. 

♦     ♦ 

Wm.  E.  Ashton,  M.D. : 

There  is  no  doubt  of  the  fact  that  many  of  the  operations 
done  for  retro-displacements  are  followed  in  the  course  of 
several  months  by  the  uterus  falling  backward  again.  It  is  be- 
cause of  this  fact  that  so  many  different  operations  have  been 
devised,  only  to  be  abandoned  and  others  again  substituted. 

I  have  been  lately  very  much  interested  in  the  study  of  gen- 
eral prolapse  of  the  abdominal  viscera,  Glenard's  disease,  and 
I  have  come  to  certain  conclusions  which  hold  a  practical 
bearing  on  retro-displacements  of  the  uterus.  I  have  observed 
that  many  cases  of  gastroptosis  are  associated  with  backward 
displacements  of  the  uterus  and  I  believe  that  often  the  bad 
symptomatic  and  mechanic  results  of  operation  are  because  tlic 
uterine  deviations  are  not  only  associated  with  Glenard's  dis- 
ease, but  are  due  to  the  same  causes.  Under  these  circum- 
stances, even  if  the  pelvic  symptoms  are  temporarily  relieved, 
the  gastro-intestinal  manifestations  which  are  often  erron- 
eously thought  to  be  due  to  the  displacement  of  the  uterus, 
remain  and  negative  any  appreciable  resudts.  I  am  therefore 
of  the  opinion  that  unless  we  take  into  practical  consider- 
ation the  causes  of  abdominal  ptosis  in  the  treatment  of  retro- 
displacements  of  the  uterus  and  view  these  affections  as  being 
frequently  associated,  but  little  if  any  permanent  result  will 
follow  in  many  of  the  cases  operated  on  for  uterine  retro- 
deviations. 

From  a  careful  study  of  the  anatomic  alterations  in  the  re- 
lations of  the  abdominal  viscera  in  Glenard's  disease  as  well 
as  an  extensive  experience  with  prolapse  of  the  kidneys  I  have 
come  to  the  conclusion  that  we  must  look  to  the  changes 
which  have  occurred  in  the  evolution  of  the  human  race  for 
the  probable  explanation  of  the  causes  of  visceral  displace- 
ments. 

In  considering  the  treatment  of  chronic  cases  of  retro-dis- 
placements of  the  uterus  I  would  emphasize  the  fact  that  no 
matter  what  operation  is  performed  for  the  cure  of  the  condi- 
tion, the  results  are  often  disappointing,  unless  the  body-form 
is  carefully  studied  and  perversions,  if  they  exist,  corrected. 
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This  equally  applies  to  cases  operated  on  in  which  the  dis- 
placement is  directly  due  to  a  gross  lesion  or  an  infection, 
because  if  the  body-form  is  perverted  the  uterus  will  eventually 
fall  backward  again.  In  other  words,  the  mere  correction 
of  the  displacement  by  an  operation  and  the  repair  of  a  lacer- 
ation of  the  pelvic  floor  will  not  result  in  a  permanent  cure  if 
the  chest  is  contracted,  the  abdominal  wall  relaxed  or  the  lum- 
bar lordisis  absent.  It  is  therefore  necessary  to  study  the 
causes  of  the  perverted  body-form  and  remedy  it  either  before 
or  subsequent  to  operating.  In  many  instances  I  do  not  operate 
*in  chronic  cases  until  the  perverted  body- form  is  corrected; 
while  in  others,  when  the  anatomic  perversion  is  slight  or 
the  associated  pelvic  lesions  unimportant,  I  first  remedy  the 
deviation  by  an  operation  and  then  use  suitable  means  to  re- 
lieve the  structural  deficiencies. 

The  condition  of  the  colon  should  also  be  considered  and 
it  must  be  kept  free  from  fecal  matter  by  colonic  irrigation 
and  laxatives.  Unless  this  is  done  the  bowel  sags  and  presses 
upon  the  uterus.  And  finally  I  make  a  rule  of  always  exam- 
ining the  position  of  the  abdominal  viscera  and  kidneys  be- 
fore deciding  upon  the  treatment,  for  the  reason  that  if  Glen- 
ard's  disease  is  present,  the  correction  of  the  retro-deviation 
of  the  uterus  alone  will  not  cure  all  the  symptoms.  I  have 
frequently  found  cases  which  showed  but  little  improvement 
in  the  gastro-intestinal  symptoms  until  a  gastroptosis  or  a 
movable  kidney  was  discovered  and  relieved. 

In  a  general  way  I  will  say  that  the  treatment  for  the  per- 
versions of  the  body-form  is  carried  out  as  follows :  ( i )  Out- 
door exercises  which  must  include  those  especially  directed 
to  develop  the  capacity  of  the  chest,  the  strength  of  the  ab- 
dominal walls  and  the  anterior  projection  of  the  lumbar 
lordosis.  (2)  Exercise  in  the  open  air.  (3)  Daily  removal 
of  the  fecal  matter  accumulating  in  the  colon.  (4)  Good  hy- 
gienic conditions.  (5)  An  abdominal  bandage  of  a  non-elastic 
material  or  a  well-made  straight-front  corset.  The  bandage 
should  not  reach  higher  than  the  umbilicus  and  in  very  thin  j 

or  relaxed  individuals  a  flat  wedge-shaped  pad,  covering  the  ( 

lower  abdomen,  should  be  worn  beneath  it.     Usually  at  the  \ 

end  of  six  months  or  a  year  the  abdominal  muscles  become  | 

tense  and  well-developed  and  the  bandage  can  be  dispensed  'i 

with.  ' 
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E.  P.  Davis,  M.D.  : 

The  results  of  operations  for  the  closure  of  lacerations  in 
the  tissues  high  in  the  vagina  and  about  the  cervix  depend 
greatly  upon  the  presence  or  absence  of  infection.  Should 
this  accident  occur  but  partial,  if  any,  union  will  follow,  and 
lacerated  surfaces  become  suppurating  wounds  which  must 
heal  by  granulation.  In  cases  where  infection  develops,  it  is 
necessary  to  remove  stitches,  allowing  the  parts  to  open  freely 
for  drainage. 

In  our  experience  infection  has  not  developed  as  a  result 
of  the  closure  of  these  wounds  in  the  manner  described.  Ini 
cases  severely  infected  at  the  time  of  labor  or  when  found 
infected  immediately  after  labor,  we  do  not  attempt  to  close 
lacerations,  but  treat  the  patient  as  an  infected  case. '  In  the 
experience  of  myself  and  those  who  work  with  me,  cervical 
lacerations  requiring  suture  have  healed  in  eighty  per  cent 
of  cases,  in  ten  per  cent,  there  has  been  partial  union,  and  in 
ten  per  cent,  failure  of  union.  In  no  case  has  infection  de- 
veloped as  the  result  of  this  operation.  The  result <  hnv? 
been  sufficiently  good  to  lead  us  to  practice  this  method  of 
operating  both  in  hospital  and  private. 

The  binder  can  undoubtedly  induce  backward  displacement 
of  the  uterus  if  it  be  applied  from  below  upward,  worn  too 
tightly  and  continuously.  In  treating  a  relaxed  uterus  which 
threatens  hemorrhage,  the  greatest  pressure  should  not  be  ap- 
plied directly  upon  the  uterus,  but  above  it  by  a  thick  pad 
placed  transversely  across  the  abdomen  from  the  epigastrium 
downward;  this  carries  the  fundus  downward  and  forward 
against  the  pelvic  brim.  The  binder  should  not  be  used  too 
long,  but  as  soon  as  the  patient's  general  condition  justifies 
it  should  be  omitted.  Where  patients  can  have  massage  after 
labor,  accompanied  by  movements  of  resistance  and  modified 
Swedish  movements,  such  treatment  forms  a  most  valuable 
aid  in  restoring  the  normal  condition  of  the  tissues  and  pre- 
venting displacement. 

The  time  for  the  patient  to  get  up  should  be  determined 
by  the  condition  of  the  individual  and  not  by  fixed  rule.  Pa- 
tients are  usually  more  comfortable  and  less  likely  to  throw 
the  uterus  backward  if  they  sit  in  a  reclining  chair  rather  than 
upright  in  bed.  In  the  chair  the  patient  leans  back  com- 
fortably and  does  not  strain  the  abdominal  muscles,  and  there 
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is  little  or  no  tendency  to  backward  dislocation  of  the  uterus. 
Where  the  patient  sits  almost  erect  in  bed  the  posture  is  much 
less  comfortable  and  the  abdominal  muscles  are  often  thrown 
into  considerable  tension.  In  cases  where  there  is  a  tendency 
to  retroversion,  as  soon  as  the  patient  can  leave  her  bed,  she 
should  assume  the  knee-chest  posture  from  ten  to  fifteen  min- 
utes night  and  morning.  The  nurse  should  take  care  that  the 
vagina  becomes  thoroughly  distended  with  air.  Constipation 
and  straining  in  defecation  should  be  avoided. 

♦     ♦ 

E.  S.  McKee,  MD. : 

The  early  diagnosis  of  carcinoma  uteri  is  of  the  greatest 
importance.  My  only  excuse  in  bringing  up  this  trite  subject 
is  its  extreme  importance  to  all — ^general  practitioners  as  well 
as  specialists.  Hemorrhage  is,  of  course,  one  of  the  earliest 
and  most  important  of  symptoms  in  the  diagnosis  of  cancer 
uteri.  Any  variation  in  the  menstrual  period,  especially  ex- 
cess or  intra-menstrual  hemorrhage  in  a  woman  past  thirty 
years,  should  receive  immediate  attention. 

Early  hemorrhage  in  carcinoma  may  take  the  form  of  pro- 
fuse or  frequent  menstruation  as  above  mentioned,  or  often 
a  blood-stained  vaginal  discharge  noticeable  after  exertion, 
defecation,  douching  or  coitus.  Especially  is  this  true  when 
the  malignant  growth  is  present  in  the  cervix.  This  hemor- 
rhage is  due  to  an  abrasion  of  the  superficial  part  of  the 
growth,  especially  the  digit-like  protuberance,  each  of  which 
contains  a  small  blood  vessel.  The  hemorrhage  is  in  most 
cases  so  slight  that  the  patient  pays  but  little  attention  to  it. 
An  increase  of  the  menstrual  period  pf  but  one  day  should  oc- 
casion alarm. 

One  of  the  first  symptoms  noticeable  is  an  increased  vaginal 
discharge,  exacerbation  in  amount  or  change  in  the  char- 
acter of  the  leucorrhea  of  a  woman,  which  may  have  been 
present  for  many  years,  merit  investigation.  A  free  watery 
or  blood-stained  discharge  is  portentous.  Especially  is  this  so 
if  a  leucorrheal  discharge  appears  in  a  woman  formerly  free 
from  this  condition,  markedly  so  when  this  discharge  changes 
into  a  thin,  watery  flow,  then  assuming  a  muddy,  brown  color. 
The  appearance  of  any  discharge  in  a  woman  formerly  free 
after  a  menopause  requires  close  care  and  attention.  Pain 
is  seldom  a  symptom  of  early  cancer,  yet  pelvic  pain  of  more 
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than  a  few  days'  duration  is  occasion  for  a  careful  examina- 
tion. Touch  by  vagrinal  examination  shows  a  roughening  en- 
largement and  induration  of  the  involved  cervical  lips  and 
usually  at  first  but  one  lip  is  involved.  Inspection  through  the 
cervix  shows  the  mucous  membrane  presenting  a  nodular  ap- 
pearance, bluish-white  in  color.  The  examining  finger  is  fol- 
lowed by  a  slight  hemorrhage.  At  an  early  stage  it  is  also 
necessary  to  call  in  the  aid  of  the  microscope  to  aid  in  the  diag- 
nosis. In  the  unmarried  the  disease  may  exist  for  some  time 
without  giving  rise  to  symptoms  leading  to  its  discovery. 
Many  patients  are  misled  by  the  absence  of  pain,  erroneously 
thinking  that  there  can  be  no  cancer  without  pain.  That  we 
may  recognize  uterine  cancer  early  and  be  able  to  aflFord  re- 
lief the  public  must  be  .informed  of  the  importance  of  early 
symptoms  and  be  taught  to  seek  medical  aid  early. 

Horace  Heath,  M.D.: 

The  plan  I  follow  in  the  surgical  treatment  of  consti- 
pation is  to  give  a  cathartic  the  second  day  before  the  opera- 
tion, which  thoroughly  cleanses  the  intestinal  tract;  the  pa- 
tient is  placed  on  a  liquid  diet,  and  on  the  mornings  of  the 
operation  a  large  soapsuds  enema  is  ordered,  which  unloads 
the  larger  bowel.    The  technic  of  the  operation  is  as  follows: 

The  patient  is  placed  in  the  knee-chest  position,  and  the 
sphincter  is  divulscd  with  a  Kelly's  conic  dilator.  A  procto- 
scope of  suitable  length  and  size  is  now  introduced,  which  re- 
sults in  inflation  of  the  rectum,  and  exposure  of  the  valves. 
Usually  the  valve  to  be  divided  will  be  seen  crossing  in  front 
of  the  proctoscope  at  a  right  angle.  The  clip  or  clamp,  pro- 
vided with  a  long  silk  ligature,  is  then  introduced  through 
the  proctoscope  and  slipped  over  the  valve.  The  proctoscope 
is  now  removed,  and  the  string  left  hanging  from  the  rectum 
to  prevent  the  clamp  being  carried  upward  by  reversed  peri- 
stalsis when  it  has  cut  its  way  out.  The  time  required  for 
the  clamp  to  cut  its  way  through  the  valve  is  usually  from 
four  to  six  days,  the  patient  usually  suffering  little,  if  any, 
pain.  This  operation  is  usually  done  in  the  office,  and  the 
patient  is  instructed  to  be  quiet  until  the  clamp  has  released 
itself,  although  I  have  had  patients  resume  their  usual  duties, 
but  with  instructions  to  take  only  a  semi-solid  diet.  After 
the  clamp  has  separated,  the  examination  of  the  rectum  will 
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show  that  the  valve  stands  out  less  prominently  and  is  divided 
by  a  round  V-shape  wound.  The  advantages  of  the  clamp 
over  the  cutting  operation  are  as  follows : 

First,  it  is  painless;  second,  it  is  bloodless;  third,  there  is 
no  danger  of  peritonitis;  fourth,  no  dressings  are  required; 
fifth,  recovery  is  more  prompt;  sixth,  the  results  are  better, 
because  a  larger  section  of  the  obstructing  valve  can  be  re- 
moved. 

Gant  reports  250  cases  of  obstinate  constipation  treated  by 
this  method,  of  which  110  were  males  and  140  were  females. 
Their  aj2:es  ranged  from  infancy  to  85  years.  Of  the  250 
cases,  150  were  cured,  60  greatly  improved,  15  slightly  im- 
proved, and  25  unimproved. 

I  have  operated  on  68  cases,  47  females  and  21  males,  rang- 
ing in  age  from  17  to  60  years.  Of  the  cured,  there  were 
43 ;  greatly  improved,  14 ;  slightly  improved,  7 ;  unimproved,  4. 

The  following  cases  are  especially  interesting  to  report: 

Mrs.  C.  R.,  age  thirty-seven,  American,  white,  weight  112 
pounds  (normal,  145).  The  patient  was  greatly  emaciated,  ex- 
tremely nervous,  of  sallow  complexion,  and  with  poor  appetite. 
She  was  the  mother  of  two  children,  and  had  never  had  any 
uterine  trouble.  She  first  sought  advice  regarding  a  severe 
pain  in  the  lower  abdomen,  from  which  she  had  suffered  every 
few  days  for  the  past  three  years.  She  said  that  she  had 
been  constipated  all  of  her  life.  On  examination  no  tender- 
ness over  the  abdomen  could  be  found,  and  no  temperature. 
In  the  rectum  one  small  hemorrhoid  was  found,  with  marked 
congestion  of  the  rectal  wall.  On  further  examination  the 
first  valve  was  found  to  be  greatly  hypertrophied,  obstructing 
the  rectum  almost  completely.  Believing  that  her  pain  was 
due  to  constipation  and  was  located  at  the  sigmoid,  a  val- 
votomy  operation  was  advised,  to  which  she  consented.  On 
the  second  day  the  large  clamp  was  applied  to  cut  away  as 
much  of  the  valve  as  possible.  The  clamp  was  passed  on 
the  fifth  day,  and  it  was  found  that  a  large  portion  of  the 
valve  had  been  removed.  She  began  to  feel  relief  shortly  after 
the  clamp  had  passed,  an.d  on  the  third  week  she  was  having 
normal  bowel  movements.  The  pain  finally  disappeared,  and 
in  three  months  she  had  regained  her  normal  weight.  It 
might  be  added  that  the  other  valves  showed  no  pathological 
condition. 
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Miss  C.  W.,  age  twenty-four  years,  American.  Occupa- 
tion, seamstress;  consulted  on  account  of  constipation.  She 
gave  a  history  of  the  diseases  peculiar  to  childhood,  and  of 
lobar  pneumonia  at  fourteen  with  good  recovery.  Her  men- 
struation began  at  the  age  of  twelve  years  and  had  usually  been 
regular.  She  said  that  she  had  been  constipated  since  the 
age  of  seven  or  eight  years.  Her  physical  condition  was  not 
good,  she  could  not  sleep,  her  appetite  was  impaired,  and  she 
suffered  from  indigestion,  with  some  loss  of  weight.  Oc- 
casionally she  had  severe  headaches,  for  which  she  consulted 
an  oculist  and  was  treated  by  refraction;  she  thought  she 
was  somewhat  improved  by  the  lenses  for  a  short  time.  Upon 
physical  examination  quite  a  marked  tenderness  over  a  region 
of  the  sigmoid  was  found,  and  a  small  blind  fistula.  The 
second  valve  was  greatly  hypertrophied,  but  unlike  the  pre- 
vious case  reported,  there  was  anemia  instead  of  congestion. 
I  advised  excision  of  the  fistula  and  valvotomy,  and,  as  she 
refused  to  go  to  the  hospital,  she  was  operated  at  her  home 
under  ether.  The  bowel  was  divulsed,  the  fistula  excised  in 
the  usual  way,  and  the  clamp  applied  to  the  middle  valve. 
The  fistula  healed  by  granulation,  and  the  clamp  released  itself 
on  the  fourth  day.  In  one  week  from  the  time  of  the  opera- 
tion she  began  to  show  marked  improvement  in  the  constipa- 
tion, and  the  pain  in  the  region  of  the  sigmoid  had  entirely 
disappeared.  Two  months  later  she  was  having  a  normal 
stool  each  dav,  and  had  made  an  uninterrupted  recovery. 

♦     ♦ 

A.  H.  Wright,  M.D.: 

One  cannot  discuss  in  a  short  review  all  the  varying 
methods  in  the  treatment  of  puerperal  infection.  On  the 
whole,  the  treatment  is  far  from  satisfactory ;  but  it  is  well  to 
consider  that  puerperal  septicemia,  in  all  its  forms,  is  a  curable 
disease.  Optimism  is  better  than  pessimism  in  a  sick  room. 
One  helps  much,  w^hile  the  other  always  depresses.  The  treat- 
ment of  puerperal  infection  should  commence  before  a  positive 
diagnosis  is  made. 

Let  us  consider  a  case  of  puerperal  infection  from  a  clinical 
standpoint.  One  of  the  most  scientific  and  practical  obstetri- 
cians has  told  us  that,  "  In  the  cases  of  septic  endometritis 
everything  goes  smoothly  for  the  first  three  or  four  days  of 
the  puerperium,  when  the  patient  suddenly  experiences  more 
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or  less  malaise,  possibly  has  a  chill,  after  which  the  tempera- 
ture rises  to  103  F.  or  higher."  A  statement,  such  as  this, 
coming  from  a  teacher  we  all  admire  and  respect,  if  not  cor- 
rect, is  likely  to  do  much  harm.  Some  of  us  hold  the  opinion 
that  it  is  not  correct.  Things  never  "  go  smoothly  for  the 
first  three  or  four  days  of  the  puerperium  "  in  a  case  of  puer- 
peral infection.  We  may  find  on  the  morning  after  labor 
that  the  patient  has  not  slept  well,  because,  as  she  thinks, 
"  the  baby  has  cried  a  good  deal,"  and  because  of  this  she 
says  she  has  a  slight  headache.  Here  are  two  symptoms  of 
puerperal  septicemia,  and  their  discovery  should  make  us 
pause,  and  think,  and  investigate  very  carefully.  Let  us  sup- 
pose that  pulse  and  temperature  are  normal  so  far  as  we  can 
ascertain ;  but,  in  addition  to  the  insomnia  and  headache,  the 
tongue  is  slightly  coated  and  the  patient  looks  slightly  tired. 
Here  are  two  more  symptoms  of  infection.  We  find  nothing 
abnormal  in  abdomen,  uterus,  bladder,  or  lochia.  Can  we  make 
a  diagnosis  now?  No,  but  we  can,  and,  I  think,  should  com- 
mence treatment  at  once. 

A  few  words  as  to  the  use  of  opium  may  now  be  in  order. 
Forty  years  ago  opium  was  administered  in  large  doses  in 
all  cases  of  septic  peritonitis.  Twenty  years'  ago  Tait  ob- 
jected absolutely  to  the  use  of  opium  in  large  or  small  doses. 
The  almost  general  adoption  of  his  views,  especially  on  this 
continent,  was  a  most  remarkable  thing,  and  in  the  interests 
of  suffering  humanity  the  most  unfortunate  thing  I  have  ever 
known.  To  withhold  opium  from  a  woman  suffering  agony 
from  intra-abdominal  inflammation,  because  it  may  "  mask 
symptoms,"  has  never  appeared  to  me  either  scientific,  prac- 
tical or  humane.  My  personal  opinion  is  that  opium  should 
always  be  given  when  there  is  pain,  and  in  sufficient  quanti- 
ties to  stop  the  pain.  I  think  this  always  does  good,  and  fre- 
quently prevents  a  pelvic  peritonitis  from  becoming  a  general 
peritonitis. 

The  importance  of  early  recognition  of  the  symptoms,  and 
prompt  treatment  during  the  second  and  third  days,  cannot 
be*  overestimated.  During  this  time,  we  are  not  able  to  obtain 
much  benefit  from  examinations  of  the  uterine  discharges 
and  the  blood. 

Let  us  suppose  that  on  the  second  or  third  day  there  are 
febrile  disturbances  and  a  foul  lochial  discharge,  not  due  to 


Digitized  by 


Google 


190  Current  Comment, 

retention  in  the  vagina  through  faulty  position  of  the  patient 
in  bed,  but  to  putrefaction  within  the  uterus.  This  is  gen- 
erally recognized  as  a  curable  condition,  but  it  is  better  to  act 
promptly  before  the  parasite  germs,  if  any  there  be,  become 
active.  We  can  scarcely  be  certain  in  any  case  that  strep- 
tococci are  not  lurking  around  somewhere.  Intra-uterine 
douching  every  four  or  six  hours  for  some  days  is,  I  think, 
not  advisable.  It  is  better  to  get  an  assistant  to  administer 
an  anesthetic,  and,  with  the  usual  antiseptic  precautions,  to 
introduce  the  gloved  hand  into  the  vagina,  two  fingers  into 
the  uterus,  scrape  away  the  debris,  wash  out  with  hot  salt 
solution,  pack  the  uterus  somewhat  tightly  and  the  vagina 
rather  loosely  with  iodoform  gauze.  The  gauze  should  be 
removed  in  twenty  or  thirty  hours.  As  a  rule,  no  bad  symp- 
toms will   recur. 

Let  us  suppose  that  on  the  third  or  fourth  day  all  the  symp- 
toms point  to  puerperal  infection,  and  we  make  our  diagnosis. 
In  addition,  bacteriological  investigation  may  show  the  kind 
or  kinds  of  pathogenic  germs  which  are  found  in  the  uterus, 
or  blood,  or  both.  Let  us  consider  especially  streptococcic  in- 
fection. Surgical  procedures  will  be  considered.  Shall  we 
use  that  deadly  weapon,  the  metallic  blunt  or  sharp  curette, 
which  has  been  so  frequently  employed  during  the  last  twenty- 
five  years  with  such  disastrous  results?  I,  for  the  sake  of 
brevity,  simply  express  the  opinion  that  the  metallic  instru- 
ment should  never  be  used  in  cases  of  suspected  or  actual 
septic  infection.  In  addition,  I  would  say  that  not  even  the 
fingers  or  douche  nozzle  should  be  introduced  within  the 
uterus  after  the  fourth  day  of  the  puerperium. 

If  we  go  back  ten  or  twenty  years  many  of  us  will  re- 
member that  the  metallic  curette  was  used  by  nearly  all  ob- 
stetricians on  this  continent  in  cases  of  puerperal  fever  at  any 
of  its  stages.  Some  went  so  far  as  to  remove  the  endometrium 
completely  down  to  the  muscle  with  a  sharp  curette.  There 
has  been  quite  a  reaction  against  such  treatment,  and  I  think 
but  few  approve  of  it  now. 

The  question  of  irrigation  of  the  uterine  cavity  naturally 
arises  in  this  connection.  Abdominal  surgeons  have  learned 
that  irrigation  is  harmful  in  septic  peritonitis  caused  by  ap- 
pendicitis. Many  general  surgeons  believe  that  irrigation  is 
useless,  and  perhaps  harmful,  in  the  treatment  of  empyema, 
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and  that  free  drainage  is  the  all-important  means  of  cure. 
Years  ago  I  reported  cases  where  in  the  hands  of  careful 
and  conscientious  obstetricians  intra-uterine  douching  every 
four  to  six  hours  caused  serious  symptoms,  which  disappeared 
rapidly  on  discontinuance  of  the  douching.  It  seems  that  the 
uterus,  during  both  pregnancy  and  the  puerperium,  is  hyper- 
sensitive, and  an  intra-uterine  douche  shortly  after  labor,  no 
matter  how  carefully  administered,  will  generally  cause  pain, 
rapid  pulse,  and  rise  in  temperature.  If  then  we  are  guided 
by  the  results  of  clinical  observations  of  surgeons  and  obstet- 
ricians, we  conclude  that  irrigation  is  not  called  for  at  any 
stage.  The  only  apparent  exception  is  the  single  irrigation 
recommended  for  sapremia,  which  I  have  only  incidentally 
considered. 

Drainage,  as  understood  by  the  surgeon,  is  very  important 
in  these  cases.  Thorough  drainage  from  the  uterus  with  the 
patient  lying  on  her  back  on  a  level  bed  is  impossible.  For 
some  years  I  have  endeavored  to  promote  drainage  by  turn- 
ing the  patient  on  her  belly  frequently,  and  keeping  her  in 
this  position  for  a  few  minutes.  If  the  patient,  as  frequently 
happens,  prefers  to  lie  on  her  side,  the  drainage  is  fairly  good, 
and  is  very  good  if  she  turns  frequently  on  her  belly  or  nearly 
so.  Generally  speaking,  it  is  better  for 'the  patient  to  assume 
the  sitting  posture  when  she  has  evacuations  from  the  bladder 
or  bowels.  The  bedpan  is  generally,  if  not  always,  an  abom- 
ination in  obstetrical  practice.  If  the  patient  is  inclined  to 
lie  constantly  on  her  back,  the  head  of  the  bed  should  be  el- 
evated not  less  than  six  inches,  and  in  addition  the  patient's 
shoulders  should  be  raised  on  the  pillow,  and  she  should  be 
lifted  into  the  sitting  posture  or  nearly  so  as  frequently  as  pos- 
sible. 

If,  however,  there  is  any  suspicion  of  peritonitis,  it  is  better 
to  carry  out  the  methods  of  many  surgeons  in  the  treatment 
of  general  suppurative  peritonitis  by  keeping  the  patient  in 
the  position  recommended  by  Fowler — i.e,,  sitting  up  in  bed, 
or  nearly  so,  for  two  or  three  days.  We  know  that  peritonitis 
low  down  is  much  less  serious  than  inflammation  in  the  upper 
part  of  the  abdominal  cavity.  The  upper  part  of  the  abdomen 
is  the  favorite  zone  for  absorption,  and  the  object  of  the 
Fowler  position  is  to  cause  the  various  fluids  to  gravitate  to 
the  lowest  part  of  the  peritoneal  cavity.    This  position  there- 
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iote  does  two  things:  i.  It  helps  drainage  from  the  uterus;  2. 
it  tends  to  prevent  general  peritonitis. 

The  value  of  rectal  and  subcutaneous  injections  of  salt  so- 
lutions is  so  generally  recognized  that  no  comment  is  neces- 
sary. Murphy  tells  us,  however  (and  many  agree  with  him), 
that  the  proper  method  of  proctolysis  is  to  allow  the  saline 
to  trickle  slowly  into  the  rectum.  He  uses  an  ordinary  vaginal 
douche  tip  with  three  openings.  The  object  of  the  extra  open- 
ings is  to  *'  allow  gas  to  bubble  back  into  the  can  "  as  the 
water  is  pouring  into  the  rectum.  The  elevation  of  the  can 
should  be  from  four  to  six  inches  above  the  anal  level.  "  The 
nurse  must  be  instructed  to  watch  the  patient  closely,  and  not 
allow  more  than  one  pint  and  a  half  of  the  solution  to  flow  in 
forty  minutes  to  one  hour.  The  tube  can  be  strapped  per- 
inanently  to  the  leg  of  the  patient  with  adhesive  plaster,  a 
hot  water  bottle  being  used  to  keep  the  solution  in  the  foun- 
tain warm.  Every  two  hours  the  nurse  pours  in  hot  salt  solu- 
tion. There  is  no  irrigation  of  the  rectum.  The  patient  may 
sleep  while  the  procedure  is  going  on,  and  the  tube  is  retained 
for  days." 

In  my  own  practice  I  have  found  that  the  retention  of  the 
tube  causes  much  irritation,  and  I  have  generally  ordered  a 
pint  to  be  injected  every  three  or  four  hours.  I  have  also 
thought  that  the  injection  of  very  large  quantities  of  the  so- 
lution is  not  advisable. 

Membranous  patches  in  the  vagina  are  more  common  and 
more  harmful  than  is  generally  supposed,  and  should  always 
be  looked  for.  When  found  they  should  be  treated  by  apply- 
ing strong  lysol  or  carbolic  acid  twice  daily. 

The  inhalation  of  oxygen  is  useful  at  times.  Probably  the 
method  adopted  and  taught  by  the  late  Dr.  Aikins,  is  the 
cheapest  and  best.  This  method  was  to  secure  thorough  ven- 
tilation in  every  room  in  which  he  had  a  patient.  He  thought 
an  abundance  of  free  air  would  provide  all  the  oxygen  re- 
quired, and  he  considered  this  one  of  the  most  important 
points  in  the  treatment  of  any  disease. 

As  to  pus  collections,  there  is  a  general  consensus  of 
opinion  that  they  should  be  evacuated  as  soon  as  possible.  It 
was  supposed  a  few  years  ago  that  patients  suffering  from 
diffuse  suppurative  peritonitis  always  died.  It  was  found  that 
operative  interference  sometimes  produced  a  favorable  result. 
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It  was  then  laid  down  as  a  law  that  in  such  cases  the  abdomen 
must  be  opened,  washed  out  with  salt  solution,  and  drained. 
Now  the  rule  with  surgeons  who  are  having  marvelous  suc- 
cess is  to  open  and  drain  without  any  irrigation.  It  may  be 
noted  at  this  stage  that  irrigation  is  absolutely  condemned, 
excepting  in  cases  of  sapremia  before  the  fifth  day  of  the 
puerperium,  and  in  these  cases  only  one  irrigation  is  recom- 
mended. 

Some  years  ago  it  was  hoped  that  hysterectomy  might  ac- 
complish a  cure  of  infection  for  certain  cases.  I  have  never 
seen  a  case  in  which  I  thought  this  operation  was  indicated, 
and  I  don't  expect  that  I  ever  shall,  and  I  think  that  for  such 
purposes  it  is  never  advisable. 

M.  B.  Tuller,  M.D.: 

During  labor  if  the  pains  are  of  good  quality  and  there  are 
no  abnormal  symptoms  presenting,  the  patient  needs  no  medi- 
cine at  all,  until  the  head  rotates  well  under  the  arch,  and  ex- 
tension has  begim,  when  it  is  my  rule  to  administer  minims 
XXX  of  F.  E.  ergot.  The  effect  of  this  dose  is  not  perceptible 
until  expulsion  has  been  accomplished,  when  hemorrhage  will 
be  conspicuous  by  its  absence. 

I  got  this  hint  when  I  was  a  young  man  while  relating  to 
an  old  one  my  woes  about  post-partum  hemorrhage,  of  which 
I  had  many  cases.  For  twenty-five  years  I  had  no  case  of 
hemorrhage,  and  then  the  first — I  was  not  on  hand  in  time  to 
administer  the  preventive.  Hence  I  regard  it  as  good  prac- 
tice. 

If  labor  has  set  in,  and  the  patient  is  excited  and  restless, 
with  a  nervous  dread  of  the  issue,  and  a  fear  that  she  will  die, 
aconite  will  quiet  her  nervous  system  and  the  pains  will  be- 
come more  eflfective.  If  the  pains  are  spasmodic,  coming  and 
going  suddenly,  without  eflfect,  the  os  rigid,  belladonna  will 
correct  the  trouble,  the  pains  will  become  normal  and  the  os 
dilate  rapidly.  If  the  patient  is  nervous  and  spiteful  in  tem- 
per and  complaining  that  her  pains  are  unendurable,  a  few 
drops  of  chamomile  tincture  in  a  few  spoonfuls  of  water,  a 
teaspoonful  every  five  minutes,  will  soon  restore  the  nervous 
equilibrium,  and  labor  will  move  on  better.  If  the  os  is  rigid, 
the  patient  complaining  of  nothing  unusual,  gelsemium  will 
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help  dilatation.    If  the  patient  is  mild-spirited  and  tearful,  Pul- 
satilla will  help  her  very  much. 

I  fully  concur  with  the  opinion  expressed  that  post-partum 
uterine  flushing  is  unnecessary  after  a  normal  labor.  Too 
much  meddlesomeness  is  as  bad  or  worse  than  insufficient 
treatment.  Except  in  those  cases  in  which  portions  of  the 
placenta  may  have  been  left,  it  is  inadvisable.  The  post-par- 
turient patient  needs  as  near  absolute  quiet — rest — ^as  she  can 
have. 

Everett  E.  Padgett,  M.D. : 

There  is  and  has  been  for  a  time  a  tendency  to  regard 
lightly  diseases  of  the  female  bladder  in  our  eagerness  to 
relieve  untoward  conditions  by  treatment  of  the  generative 
organs. 

True,  we  are  all  quick  enough  to  recognize  the  symptoms 
of  a  diseased  bladder  when  they  are  manifest,  but  how  few  of 
us  stop  to  consider  the  numerous  forces  against  which  the 
bladder  in  the  female  must  constantly  guard.  Cystitis  implies 
an  infection,  the  entrance  of  bacteria  into  the  bladder,  and 
their  subsequent  growth  and  development  there.  Of  the  fac- 
tors which  predispose  to  this  infection,  doubtless  the  most 
important  is  congestion.  Both  anatomically  and  physiologi- 
cally the  bladder  in  the  female  is  prone  to  become  congested. 

In  preventing  cystitis  one  should  look  to  the  relief  of  the 
cause  of  congestion.  This  is  often  due  to  some  g3mecological 
trouble.  This  trouble  should  always  be  remedied  by  opera- 
tion when  necessary.  Great  care  should  be  used  at  times 
when  catheterization  is  necessary.  The  catheter  should  be 
avoided  when  possible,  and  when  finally  resorted  to  the  process 
should  be  considered  in  the  light  of  a  minor  surgical  opera- 
tion and  performed  with  the  same  aseptic  precautions.  A 
well-regulated  life,  good  food,  abundance  of  water  and  the 
abstinence  from  acoholic  excesses  all  contribute  to  the  pre- 
vention of  disease  of  the  bladder. 

Active  Treatment.  Varies  with  the  stage  of  the  disease.  In 
acute  cases  rest  is  the  essential  factor  in  contributing  to  re- 
covery. The  patient  should  during  the  first  few  days  be  put 
to  bed  and  absolute  rest  insisted  upon,  the  patient  not  rising 
to  empty  the  bowels  or  bladder.  It  is  in  this  stage  that  in- 
ternal medication  is  of  value. 
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The  Treatment  of  Uterine  Cancer.-A.  Martin  dealt  with 
the  subject  of  the  treatment  of  uterine  carcinoma  in  a  clinical 
lecture,  and  paid  especial  attention  to  the  palliative  means 
which  do  good  in  inoperable  disease  (Deut.  med.  Woch.  It  is 
now  thirty  years  since  Freund  introduced  the  effective  cure 
of  uterine  carcinoma  by  total  extirpation  of  the  organ.  In 
spite  of  greatly-improved  technique  and  extended  scope  the 
results  have  not  proved  satisfactory.  The  operability  used  to 
be  about  30  per  cent.,  while  now  between  80  and  92  per  cent, 
of  all  the  patients  can  be  operated  on.  The  primary  mortality 
has  sunk  from  50  per  cent,  to  20  per  cent,  or  even  less  (Wert- 
heim  puts  it  at  8.7  per  cent.).  The  ultimate  results  also  have 
improved,  since  thirty  years  ago  only  10  per  cent,  of  the  oper- 
ated patients  were  alive  and  well  after  five  years,  while  now 
over  20  per  cent,  remain  free  from  recurrence  during  the  five 
years.  The  cause  of  the  small  number  of  absolute  cures  is 
to  be  found  in  the  difficulty  of  diagnosing  cases  early. 

The  microscope  is  in  many  instances  the  only  certain  means 
of  diagnosis.  Frequently  no  sign  or  symptom  is  present  for  a 
long  time  which  could  lead  the  patient  to  suspect  that  there 
was  anything  seriously  the  matter  with  her,  and  when  at  last 
the  patient  does  consult  the  medical  practitioner,  her  condi- 
tion is  found  to  be  past  any  operative  help.  He  discusses 
this  point  of  the  subject  in  considerable  detail. 

In  examining  a  suspicious  case  it  is  necessary  to  investigate 
the  condition  of  all  the  pelvic  tissues,  including  the  lymphatic 
apparatus,  the  bladder,  the  rectum,  and  the  peritoneum.  He 
then  turns  his  attention  to  the  supposed  connection  with  tuber- 
culosis and  syphilis. 

While  the  suggestion  that  carcinoma  often  followed  spon- 
taneous cure  of  tuberculosis  can  now  be  proved  to  be  without 
foundation,  it  can  equally  be  proved  that  the  supposition  that 
syphilitics  never  get  carcinoma  is  untrue.  It  has  been  stated 
that  cases  which  have  to  be  treated  by  gynecological  operations 
rarely  get  carcinoma  later.  Although  Martin  has  met  with 
cases  in  which  this  was  contradicted,  he  acknowledges  that  it 
is  very  rare. 
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The  influence  of  pregnancy  on  cancer  has  long  since  been 
recognized  to  be  a  pernicious  one.  With  regard  to  prognosis, 
Martin  states  that  while  untreated  carcinoma  uteri  must  be 
regarded  as  hopeless,  a  few  cases  have  been  rcorded  in  which 
either  arrest  or  spontaneous  cure  has  apparently  taken  place. 
He  has  seen  such  a  case  himself.  Next  he  deals  with  the 
radical  operative  method  of  treatment.  He  describes  the  very 
extensive  operation  which  he  carries  out  without  going  into 
minute  details  with  regard  to  technical  difficulties,  etc.  Un- 
fortunately a  number  of  cases  which  the  gynecologist  sees  for 
the  first  time  are  quite  inoperable.  The  duty  of  the  medical 
practitioner  is  then  to  remove  the  local  symptoms,  to  raise  the 
powers  of  resistance,  and  to  improve  the  general  condition. 
That  it  is  his  duty  to  cheat  the  patient  about  her  condition  is, 
in  his  opinion,  certain,  and  by  so  doing,  one  not  infrequently 
renders  the  months  or  even  years  during  which  the  patient 
still  lives  bearable. 

With  regard  to  alcohol,  he  points  out  that  while  it  may  be 
useful  in  some  respects,  it  can  do  harm  in  others.  Locally 
the  doctor  must  attempt  to  diminish  many  distressing  symp- 
toms. Gellhorn  has  recently  recommended  acetone  to  remove 
the  objectionable  odor,  and  to  stop  bleeding  and  discharge. 
Pyoktannin  and  methylene  blue  have  also  been  recommended, 
but  these  means  have  not  met  with  general  approval.  Pinkus 
has  attempted  to  destroy  the  new  growth  by  injecting  trypsin 
into  cervical  carcinomata  after  excochleation  and  cauterization, 
and  at  times  after  total  extirpation.  He  did  not  obtain  sat- 
isfactory results. 

When  this  subject  was  discussed  at  a  meeting  of  the  Obstet- 
rical Society  of  Berlin,  it  was  pointed  out  that  the  experience 
of  trypsin  was  by  no  means  encouraging.  A  final  conclusion 
as  to  the  value  of  Roentgen  rays  on  this  condition  has  not  yet 
been  arrived  at.  It  is  therefore  necessary  to  remove  the  car- 
cinomatous granulations  and  to  cauterize  the  zone  of  infiltra- 
tion. He  removes  raised  edges  and  fungating  pieces  with  the 
scissors,  while  firm  masses  are  scraped  out  with  the  sharp 
spoon,  or  at  times  with  the  knife.  It  is  sometimes  necessary 
to  utilize  metal  ligature  for  masses  of  tissue  to  control  hemor- 
rhage. The  cauterization  is  best  carried  out  with  the  actual 
cautery  (including  Paquelin's  or  the  electric  cautery).  He 
discusses  the  treatment  of  recurrences  also  in  detail.    Hemor- 
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rhage  is  the  usual  sign  of  a  recurrence  after  operation.  The 
implication  of  lymphatic  glands  is  usually  heralded  by  pain. 
When  recurrences  can  be  seen  early,  complete  removal  can  at 
times  be  carried  out,  and  the  results  at  times  are  satisfactory. 
If  the  patient  refuses  to  submit  to  a  second  operation,  or  if 
the  cases  are  seen  too  late,  one  has  to  treat  symptoms.  Hem- 
orrhage may  be  dealt  with  by  applying  astringents,  such  as  the 
perchloride  of  iron,  hot  or  cold  douches,  etc.  Profuse  dis- 
charge and  the  accompanying  evil  odor  may  be  dealt  with  by 
douching  with  solutions  of  carbolic  acid,  corrosive  sublimate, 
permanganate  of  potassium,  or  a  i  in  1,000  solution  of  thy- 
mol, to  which  peroxide  of  hydrogen  is  added.  Pain  has  to  be 
met  by  applying  narcotics,  while  the  feeding  of  the  patients 
and  the  general  management  require  very  careful  attention. 
In  summing  up,  he  states  that  all  uterine  operations  for  can- 
cer must  be  performed  through  the  abdomen.  Inoperable  can- 
cer is  best  treated  by  excochleation  and  cauterization. 

Early  Diagnosis  of  Cancer  of  the  Stomach. — H.  Eisner 
(Berliner  Klinik)  discusses  the  diagnosis  of  gastric  carcinoma. 
For  practical  purposes  he  finds  it  necessary  to  deal  with  can- 
cer of  the  pylorus  separately  from  that  of  the  fundus.  The 
subjective  symptoms  of  the  former  generally  set  in  early,  and 
are  due  to  stagnation  of  the  gastric  contents.  They  are: 
marked  pressure  in  the  gastric  region,  chiefly  occurring  soon 
after  taking  food,  no  pain,  but  nausea  and  belching  of  wind. 
Later,  vomiting  is  associated  with  them.  Since  but  little  fluid 
can  be  absorbed  when  the  stenosis  is  advanced,  distressing 
thirst  sets  in,  and  the  quantity  of  urine  secreted  daily  dimin- 
ishes to  600  or  even  500  c.cm.  Wasting  also  takes  place  at 
this  epoch.    The  vomit  has  the  characters  of  coffee  grounds. 

Objective  symptoms  are  a  tumor  to  be  felt  in  the  middle  line 
or  to  the  right  of  it,  which  does  not  move  with  respiration,  but 
which  can  be  passively  moved.  At  times  the  liver  covers  the 
tumor,  so  that  it  cannot  be  felt.  The  test  of  the  functional 
activity  of  the  stomach  shows  that  at  first  there  is  merely 
stagnation.  The  contents  tend  to  separate  into  three  layers. 
The  characters  vary  according  to  whether  HCl  is  present  or 
not.  The  acid  usually  disappears  early,  but  in  some  cases  both 
HCl  and  pepsin  are  found  durinc:  the  whole  course  of  ill- 
ness.    When  it  is  present,  the  contents  possess  a  fermenting 
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odor,  and  contain  sarcina  and  yeast  cells;  at  times  the  smell 
of  sulphuretted  hydrogen  is  present.  When  HCl  is  absent, 
the  smell  is  acid,  but  this  is  due  to  volatile  fatty  acids,  espe- 
cially butyric  acid.  Lactic  acid  is  found  in  a  certain  number 
of  cases. 

The  author  illustrates  the  diagnostic  importance  of  the  sub- 
jective and  objective  symptoms  and  signs  by  means  of  cases. 
Turning  to  the  early  diagnosis  of  this  form  of  disease,  he 
points  out  that  three  symptoms  have  to  be  depended  on.  The 
first  is  "  stiffening "  of  the  stomach.  This  means  that  on 
inspection  a  circumscribed  protrusion  is  seen,  in  which  the 
shape  is  constantly  changing  and  peristalsis  from  left  to  right 
is  evident.  This  symptom  is  frequently  present  before  any 
tumor  can  be  palpated  and  before  there  are  signs  of  stagnation. 
The  second  symptom  is  the  presence  of  microscopical  residues 
of  food  in  the  fasting  stomach.  A  test  supper  is  given,  and 
next  morning  the  contents  of  the  stomach  are  examined. 
When  no  macroscopical  contents  are  present,  but  only  a  little 
turbid  fluid,  one  examines  this  under  the  microscope  and  looks 
for  starch  granules,  muscle  fibers,  and  yeast  cells.  The  third 
symptom  is  occult  hemorrhages.  The  stools  contain  traces 
of  blood,  which  can  only  be  demonstrated  chemically.  The 
guaiacum  test  reveals  the  smallest  traces.  Turning  to  the  diag- 
nosis of  fundus  carcinoma,  the  subjective  symptoms  set  in 
much  later  than  in  pyloric  cancer.  Pressure  in  the  gastric 
region  is  usually  independent  of  taking  food.  Nausea  and. 
belching  are  common  but  vomiting  is  rare.  Objectively  one 
finds  a  tumor,  situated  either  in  the  middle  line  or  to  the  left, 
below  the  ensiform  cartilage.  The  tumor  is  movable  with 
respiration  and  is  fixable  in  expiration.  The  functional  exam- 
ination reveals  achylia,  no  marked  stagnation,  absence  of  HCl 
and  of  pepsin. 

The  early  diagnosis  practically  means  a  differential  diag- 
nosis between  benign  and  malignant  achylia.  The  three  symp- 
toms in  favor  of  the  latter  are  occult  hemorrhages  in  the  feces, 
presence  of  albuminous  fluid  in  the  stomach,  and  the  detec- 
tion of  amoebae  and  tumor  cells  in  the  contents.  The  second 
point  is  investigated  by  Salomon's  method.  It  depends  on  the 
serous  exudation  from  the  ulcerating  surfaces.  The  micro- 
scopical detection  of  cancer  elements  and  of  amoebae  is  highly 
important,  and  when  positive  is  conclusive.    By  paying  atten- 
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tion  to  these  signs  and  symptoms  he  hopes  that  more  cases  can 
be  sent  to  the  surgeon  sufficiently  early  to  render  an  operation 
with  chance  of  success  possible. 

Puerperal  Fever  and  Its  Treatment. — Max  Henkel  (Deut. 
med.  Woch.)  shows  that  sepsis  and  pyemia  in  the  puerperium 
are  caused  by  various  types  of  streptococci,  some  of  which 
he  believes  are  introduced  from  without  and  others  are  already 
in  the  vagina.  It  is,  in  his  opinion,  impossible  at  present  to 
determine  which  forms  present  the  greatest  dangers  to  women, 
and  all  he  is  inclined  to  say  is  that  the  Kronig-Menge  strepto- 
cocci are  non-pathogenic.  Even  the  appearance  of  hemolysis 
does  not  necessarily  carry  with  it  the  most  marked  virulence, 
although  he  believes  that  the  prognosis  of  an  infection  with 
streptococci,  in  which  the  cocci  are  found  in  numbers  in  the 
blood  and  present  Schottmiiller's  phenomenon,  is  extremely 
serious.  The  author  discusses  at  some  length  the  bacteriology 
of  puerperal  fevers,  and  then  passes  on  to  speak  of  the  prog- 
nosis. In  the  first  place,  he  finds  that  the  diminution  of  the 
neutrophile  leucocytes  and  the  loss  of  red  cells,  which  Kow- 
natzky  regarded  as  a  bad  sign,  cannot  be  definitely  relied  on, 
and  offers  very  little  practical  value. 

The  behavior  of  the  pulse  and  temperature  are  important 
prognostic  signs  when  taken  in  conjunction  with  the  general 
condition  and  controlled  frequently.  The  fact  that  recent 
hemorrhage,  as  well  as  other  occurrences,  may  influence  both, 
must  render  a  mere  objective  determination  of  the  pulse  and 
temperature  valueless.  The  possible  source  of  infection  can 
often  be  determined,  and  when  scratches  and  other  traumatic 
lesions  can  be  discovered  it  will  be  found  that  the  more  exten- 
sive these  are  the  greater  is  the  danger  of  infection.  He  deals 
with  the  methods  of  conducting  the  labor  as  being  of  import- 
ance for  the  prognosis  of  an  infection,  and  also  concerns 
himself  with  the  influence  of  decomposition  of  the  liquor 
amnii  on  the  prognosis.  The  way  the  uterus  undergoes  in- 
version and  the  presence  of  blood  clots  are  also  points  which 
should  be  regarded. 

These  and  many  other  details  are  considered  as  influencing 
the  chances  of  infection  during  the  puerperium,  and  Henkel 
hints  from  time  to  time  at  various  preventive  measures,  al- 
though he  attempts  to  limit  his  remarks  to  the  actual  infection, 
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its  prognosis,  and  its  treatment.  Passing  on  to  the  latter,  he 
arrives- at  a  conclusion,  at  the  end  of  a  somewhat  lengthy 
argument,  that  puerperal  sepsis  finds  its  best  treatment  in  the 
surgical  removal  of  the  uterus,  and  that  puerperal  pyemia 
ought  to  be  treated  by  ligature  of  the  thrombosed  veins.  He 
holds  that  serumtherapy,  up  to  the  present,  has  been  a  failure ; 
that  the  results  obtained  from  remedies  like  nucleogen,  which 
induce  a  profuse  leucocytosis,  have  not  been  of  such  a  char- 
acter as  to  induce  the  obstetrician  to  pin  his  faith  to  their 
action,  and  that  other  methods  of  treatment  are  too  sympto- 
matic to  be  considered  as  curative.  He  dwells  on  the  indica- 
tions for  the  extirpation  of  the  uterus,  which  he  considers 
should  be  performed  vaginally,  and  for  the  ligature  of  the 
thrombosed  veins.  He  insists  on  the  proper  time  being 
chosen  for  these  procedures,  and  feels  justified  in  predicting 
far  better  results  than  have  hitherto  been  achieved,  if  the 
indications  are  well  defined  and  carefully  adhered  to. 

The  Menopause. — Vinay  (quoted  in  the  Journ.  de  Med.  et 
de  Chirurg.)  first  refers  to  the  functions  of  the  ovary — namely, 
the  expulsion  of  the  ovum,  the  destruction  of  toxins  which  are 
formed  during  the  menstrual  period,  and  the  production  of  an 
internal  secretion  which  neutralizes  the  vasomotor  toxins  and 
which  has  an  influence  both  on  the  uterus  and  on  the  whole 
body.  This  secretion  possesses  several  properties.  It  reduces  in 
a  very  remarked  way  the  blood  pressure,  and,  when  absent, 
hypertention  occurs ;  this  takes  place  when  the  menopause  sets 
in.  Secondly,  it  influences  general  nutrition  by  stirring  up 
internal  combustion  and  by  increasing  oxidation.  Thirdly,  it 
acts  on  the  bulbo-medullary  nervous  system,  and,  when  absent, 
tachycardia  and  anginal  attacks  are  prone  to  occur.  Fourthly, 
the  internal  secretion  possesses  a  destructive  action  on  certain 
products  of  the  organism  and  prevents  toxemia. 

Amongst  the  most  serious  manifestations  arising  from  de- 
ficient ovarian  function  the  author  refers  to  are  hypertention, 
followed  by  cardiac  troubles  and  tachycardia.  At  first  the 
symptoms  are  vague,  the  patients  complaining  of  palpitation, 
which  becomes  more  and  more  frequent;  later,  attacks  of 
dyspnea  occur,  or,  in  other  cases,  attacks  of  paroxysmal 
tachycardia,  followed  by  vasomotor  troubles  (skin  pallor,  cold 
extremities,  anginal  attacks).    Edema  of  the  legs  only  occurs 
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at  a  late  stage,  and  is  often  accompanied  by  slight  albuminuria 
which  is  of  a  transitory  nature.  Remissions  of  the  symptoms 
occur  from  time  to  time,  the  attacks  lasting  from  six  to  seven 
days.  Although  during  these  attacks  a  high  blood  pressure  is 
the  rule,  in  some  cases  the  pressure  is  subnormal,  and  in  such 
cases  marked  muscular  weakness  and  moral  depression  are 
present ;  the  cardiac  action  is  weak,  and  these  disturbances  are 
liable  to  last  for  weeks  or  months  at  a  time. 

Amongst  less  common  manifestations  of  the  menopause  the 
author  refers  to  symptoms  connected  with  the  bladder  and 
kidneys.  Lumbar  pain,  violent  headache,  vomiting,  diminu- 
tion of  urine,  and  sometimes  albuminuria,  are  not  very  uncom- 
monly found  to  occur. 

In  thin  women  with  a  prolapsed  kidney  the  organ  can  be  felt 
to  become  painful  and  swollen,  it  becomes  less  movable  and  a 
generalized  edema  may  occur,  together  with  a  marked  dimin- 
ution in  the  amount  of  urine.  If  chronic  nephritis  be  present 
there  may  be  a  sudden  increase  in  the  symptoms  of  the  disease 
at  the  onset  of  the  menopause.  Urinary  lit^hiasis  sometimes 
occurs  and  may  cause  marked  pain,  and  the  presence  of  vesical 
calculi  may  give  rise  to  troublesome  symptoms.  Pain  local- 
ized to  the  neck  of  the  bladder  is  a  troublesome  and  often  very 
persistent  symptom  arising  during  the  menopause.  The  pain 
begins  at  the  commeficement  of  micturition  and  diminishes  as 
this  act  is  accomplished.  Hematuria  has  also  been  known  to 
occur,  often  coinciding  with  attacks  of  uterine  bleeding. 

As  regards  treatment  of  the  symptoms,  for  the  uterine 
bleedings  injections  of  hot  water  are  often  efficacious,  and 
when  combined  with  warm  baths  the  insomnia,  vertigo,  palpi- 
tation, etc.,  often  yield  readily.  If  hemostatic  drugs  are 
necessary  ergot  should  be  given  either  by  the  mouth  or  sub- 
cutaneously,  and  in  severe  cases  of  uterine  hemorrhage  a  mix- 
ture of  the  fluid  extracts  of  hydrastis,  hamamelis,  and  vibur- 
num may  be  employed.  Solution  of  adrenalin  may  be  used,  but 
its  marked  vaso-constrictive  effect  is  always  followed  by  great 
vaso-dilatation.  Other  drugs  which  may  be  used  are  stypticin, 
hydrastis  canadensis,  and  calcium  chloride.  For  the  congestive 
attacks  purgatives  are  useful,  especially  the  saline  purgatives, 
which  are  of  great  value  in  patients  who  suffer  from  flushings 
of  heat,  tachycardia,  vertigo,  etc.  For  the  nervous  depression 
arsenic,  iron,  and  the  glycero-phosphates  are  of  value,  either 
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singly  or  combined.  Sedatives  and  hypnotics,  such  as  opium, 
chloral,  bromides,  and  sulphonal,  are  better  avoided.  For  the 
nervous  excitement  one  may  employ  hot  baths,  valerian, 
belladonna,  etc.,  and  for  the  pains  antipyrin. 

Successful  Operation  for  Tubal  Gestation  at  Term. — 

Potocki  (Comptes  rendus  de  la  Soc.  d*Obstet.  de  Gynec.  et  de 
Pediatr.  de  Paris)  describes  at  full  length,  with  comments  and 
drawings,  a  case  where  he  operated  on  a  primipara,  aged  23, 
at  term,  removing  a  living  child  with  the  placenta  and  sac 
entire.  The  uterus  and  opposite  appendages  were  saved,  and 
the  patient  afterwards  became  pregnant  again,  and  bore  a 
child  delivered  living  at  term. 

He  dwells  on  certain  features  of  the  case  of  general  inter- 
est:  ( I )  The  patient  was  a  primipara,  and  there  was  not  the 
least  reason  to  suspect  that  the  affected  Fallopian  tube,  nor 
any  other  part  of  the  genital  tract,  had  been  inflamed.  (2) 
Contrary  to  the  rule  in  tubal  gestation,  there  was  no  loss  of 
blood  or  expulsion  of  uterine  decidua,  or  attacks  of  pain 
until  the  fourth  month.  (3)  The  abdominal  distention  at  term 
was  so  irregular  that  ectopic  gestation  in  a  thin  sac  was  sus- 
pected before  the  operation;  the  sac  was  very  thin,  and  the 
position  of  the  placenta  recognized  easily  by  souffle  and  thrill. 
Potocki  determined  to  operate  before  spurious  labor  pains 
came  on.  (4)  The  operator  intended  to  remove  the  fetus 
alone,  and  fix  the  walls  of  the  sac  to  the  abdominal  incision 
("marsupialization").  But  violent  hemorrhage  occurred 
when  he  handled  the  edge  of  the  placenta  in  order  to  determine 
its  relations.  He  clamped  the  broad  ligament  close  to  the 
uterus  internally  to  the  sac,  and  also  the  ovarian  vessels  out- 
side it.  Then  all  hemorrhage  ceased  and  the  sac  was  removed 
with  facility.  (5)  As  the  sac  was  fairly  pedunculated,  the 
uterus  and  opposite  appendages  were  not  sacrificed.  The 
operation  was  performed  on  September  16,  1903,  and  the  pa- 
tient was  safely  delivered  of  a  living  child,  now  thriving,  on 
September  23,  1905.  (6)  The  child  developed  in  the  tubal 
sac  was  reared,  but  has  proved  to  be  a  microcephalic  idiot, 
subject  for  over  a  year  from  the  age  of  6  months  to  epilepti- 
form attacks  which  passed  oflF.  At  the  age  of  2  she  could  not 
talk,  and  knew  nobody,  not  even  her  nurse.  Dentition  was 
retarded,  but  normal  in  other  respects.  The  cause  of  the 
microcephaly  was  not  determined ;  the  head  so  lay  in  the  sac 
as  to  be  quite  free  from  any  kind  of  pressure,  and  the  sac 
held  plenty  of  liquor  amnii  protecting  the  head  from  external 
injury,  nor  was  there  any  taint  in  the  parents.     Lastly,  no 


Digitized  by  CjOOQIC 


Translations,  203 

instruments  were  necessary.  (7)  Potocki  admits  that  the 
intact  sac  at  term  is  quite  exceptional  in  tubal  gestation. 
Stranger  still,  it  was  the  isthmus  that  lodged  the  cornu  in 
his  case.  As  a  rule,  a  sac  in  the  isthmus  ruptures  very  early. 
The  sac  dilated  very  gradually  in  this  instance,  and,  if  rup- 
ture occurred,  the  ovum  itself  checked  hemorrhage  by  pressing 
on  the  edges  of  the  laceration. 

Potocki  grants  that,  had  the  sac  in  his  patient  not  preserved 
the  characters  and  relations  of  the  tubal  sac  in  the  earlier 
months  of  pregnancy,  the  operation  would  have  proved  far 
more  dangerous.  But  when  the  placenta  is  attached  over  a 
broad  area,  difficult  to  define  anatomically,  hemostasis  by 
clamping  of  the  uterine  and  ovarian  arteries  is  still  the  first 
step  to  be  taken  by  the  operator. 

Milk  Secretion  and  Congestion  Hyperemia. — ^Rudolf  Th. 
Jaschke  (Med.  Klin.)  states  that  in  the  years  1904-7,  during 
which  he  has  paid  particular  attention  to  the  natural  feeding 
of  infants,  the  number  of  those  thus  fed  has  risen  20  per  cent., 
while  that  of  those  artificially  fed  has  decreased  by  one-third. 
In  August,  1907,  97.22  per  cent,  of  his  babies  were  naturally 
fed,  with  practically  no  dyspepsia.  Not  only  is  other  milk  an 
alimentary  poison,  but  its  use  does  away  with  the  free  hydro- 
chloric acid  in  the  stomach,  which  alone  exercises  a  bactericidal 
action.  By  means  of  a  systematic  treatment  of  the  breasts  by 
congestion  h)rperemia,  Jaschke  has  been  successful  in  inducing 
lactation  in  women  who  formerly  were  unable  to  feed  their 
infants.  For  the  proof  of  its  efficacy  only  those  women  were 
chosen  who  had  previously  been  unable  to  suckle.  Notes  are 
given  of  four  cases  in  which  the  congestion  hyperemia  in- 
duced or  increased  the  flow  of  milk,  thus  avoiding  the  necessity 
for  even  partial  artificial  feeding.  The  children  gained  weight 
steadily.  The  author  thinks  that  excellent  results  will  be  ob- 
tained when  the  suction  treatment  is  applied  to  all  cases  where 
the  flow  is  delayed,  sluggish,  or  insufficient. 

The  treatment  also  improves  those  nipples  which  are  difficult 
to  hold,  and  in  one  case  of  depressed  nipples  these  were  com- 
pletely cured.  It  is  also  a  prophylactic  against  mastitis,  the 
author  having  had  no  single  case  during  the  whole  time  he 
lias  used  this  treatment.  Improved  lactation  follows  as  a  re- 
sult of  the  increased  supply  of  nourishment  in  the  congested 
area.  Since  an  increase  in  the  lymph  stream  has  been  shown 
to  occur  after  the  cessation  of  the  congestion,  it  is  advisable 
to  apply  the  suction-bell  two  or  three  hours  before  the  Infant 
is  to  be  next  put  to  the  breast.  The  first  application  should  not 
l)e  longer  than  fifteen  minutes,  but  afterwards  it  may  be  left 
on  for  up  to  twenty-five  or  thirty  minutes,  according  to  the 
severity  of  the  case.  It  may  be  continued  until  the  milk  spurts 
out  in  several  fine  streams.    The  treatment  should  be  used  not 
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more  than  three  times  a  day.    The  author  hopes  that  others 
will  make  trial  of  the  method. 

Separation  of  the  Cord:  Sequelae. — Budaux  (La  Clin.)  dis- 
cusses the  complications  and  accidents  which  may  occur  after 
the  ligation  and  separation  of  the  umbilical  cord.  Hemorrhages 
take  place  soon  after  birth,  and  are  commonly  due  to  insuffi- 
ciently light  ligation,  to  rupture  or  tears  in  the  cord,  or  to  respi- 
ratory trouble.  Secondary  hemorrhage  supervenes  when  the 
cord  separates.  Local  infection  has  become  comparatively  rare 
since  the  introduction  of  antiseptic  methods;  one  of  the  most 
serious  is  moist  gangrene  of  the  cord,  which  may  begin  before 
the  cord  becomes  detached,  and  which  will  delay  its  separation. 
Generally  it  involves  the  whole  remaining  portion  of  the  cord, 
there  is  no  desiccation,  softening  occurs,  and  there  is  a  fetid 
odor  and  discharge.  A  general  infection  can  hardly  be  avoided,, 
and  the  infected  umbilicus  may  cause  phlebitis,  arteritis,  or 
septicemia.  After  the  cord  has  separated,  a  small  granuloma, 
may  be  left,  which  is  the  source  of  a  purulent  secretion  or  a 
blood-stained  discharge;  it  often  lies  very  deep  in  the  folds, 
and  the  only  indication  of  its  presence  is  the  sanious  fetid  fluid 
and  irritation  of  the  n^argins  of  the  umbilicus.  The  umbilical 
wound  becomes  infected  with  the  ordinary  bacteria  of  suppura- 
tion— staphylococcus,  streptococcus,  and  the  colon  baciUus — 
any  of  which  will  cause  a  more  or  less  severe  local  inflamma- 
tion. When  erysipelas  occurs,  it  spreads  very  rapidly,  and  the 
constitutional  disturbances,  with  vomiting,  loss  of  appetite,  diar- 
rhea, an"3  fever,  are  acute.  Recovery  is  rare.  Tetanus  neona- 
torum is  another  fatal  complication,  and  urinary  or  fecal  fistula 
resulting  from  a  patent  Meckel's  diverticulum  require  to  be 
mentioned. 

The  treatment  is  entirely  prophylactic,  calling  for  careful 
aseptic  measures  when  the  cord  is  ligatured  and  severed.  Be- 
fore being  dressed  the  cord  and  neighboring  parts  should  be 
washed  with  alcohol  and  perchloride  of  mercury,  then  dried, 
and  a  pad  of  aseptic  cotton-wool  should  be  applied.  These 
measures  should  be  repeated  daily,  and  an  antiseptic  dusting 
powder  should  be  used  as  soon  as  the  cord  shows  signs  of 
separating;  baths  are  only  permissible  after  the  cicatrix  has 
completely  healed.  When  hemorrhages  occur  the  ligature  re- 
quires attention,  and  an  application  of  a  solution  of  adrenalin 
to  the  end  of  the  cord  is  often  helpful.  In  cases  of  gangrene 
the  cord  should  be  enveloped  in  a  thick  compress  saturated  with 
alcohol,  a  pad  of  cotton-wool  being  placed  over  the  abdomen 
and  round  the  umbilicus  to  prevent  it  from  coming  into  con- 
tact with  the  skin.  In  serious  cases  of  general  infection  con- 
stitutional treatment  must  be  vigorous,  and  should  include  such 
remedies  as  heat,  lavage,  alcohol,  and  subcutaneous  injections 
of  serums. 
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THE  CYSTOSCOPIC  FINDINGS  IN  ONE  HUNDRED 

AND  THIRTY-FIVE  CASES,  TOGETHER  WITH 

THE  TREATMENT  EMPLOYED  AND  THE 

RESULTS  OBTAINED.* 

BY   LEON    T.    ASHCRAFT,    A.M.,    M.D., 

Professor  of  Gtnito  Urinary  Diseases,  Hahnemann  Medical  College, 
Philadelphia;  Genho  Urinary  Surgeon  to  West  Philadelphia  Hos- 
pital; Consulting  Genito  Urinary  Surgeon  to  Mercy  Hospital  and 
School  For  Nurses,  and  Women's  Southern  Homeopathic  Hospital, 
Philadelphia. 

I  will  not  enter  into  a  technical  description,  but  will  simply 
say  that  during  the  past  five  years,  in  hospital  and  private 
practice,  I  have  employed  every  recognized  method  of  cysto- 
scopy (direct  and  indirect  vision  cystoscopy,  with  both  air 
and  fluid  dilatation  of  the  bladder),  and  having  profited  from 
several  hundred  examinations,  I  prefer  the  indirect,  or  Nitze. 
It  must  not  be  imagined  that  the  others  are  of  no  value ;  they 
are  especially  so  for  female  work  or  for  the  removal  of  free 
bodies  within  the  bladder,  but  in  my  opinion  the  Nitze  is  ideal, 
1>ecause  it  permits  of  inspection  of  every  part  of  the  bladder 
of  both  sexes — z  thing  not  possible  with  any  other  instrument. 
The  technic  of  cystoscopy  is  very  simple. 

♦  Read  before  the  East  End  Doctors'  Qub,  of  Pittsburgh. 
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Any  ordinary  office  or  household  table,  of  sufficient  length, 
will  answer  for  the  patient  to  lie  upon.  The  table  I  prefer 
is  one  which  has  foot-stirrups  and  admits  of  a  semi-Trendclen- 
burg  position.  AH  clothing  which  constrict  the  waist  or 
interfere  with  genuflexion  must  be  removed.  Occasionally  one 
must  have  several  days'  preparation  for  the  operation.  For 
instance,  urethal  tolerance  may  in  very  nervous  individuals 
have  to  be  acquired,  or  very  purulent  urine  may  necessitate 
bladder  irrigation  for  several  days  before  satisfactory  results 
can  be  expected  from  examination.  The  patient  is  placed  in 
position  and  the  parts  rendered  aseptic.  Since  we  cannot 
sterilize  cystoscope  by  boiling  or  other  methods,  we  must 
content  ourselves  with  standing  them  in  a  weak  solution  of 
carbolic  acid,  and  immediately  before  using  wipe  oflF  with 
alcohol — ^this  renders  them  decently  clean.  The  following 
essentials  are  necessary  for  the  operation : 

( 1 )  The  urethra  must  have  a  caliber  of  at  least  23  F. 

(2)  The  bladder  must  have  a  capacity  of  five  ounces 
(although  I  have  viewed  it  when  the  capacity  was  much  less— 
about  three  ounces). 

(3)  There  must  be  a  clear  medium. 

The  first  requirement  precludes  stricture  and  hypertrophy  of 
the  prostate;  the  second  a  very  much  contracted  bladder;  the 
third,  if  the  urine  is  cloudy,  calls  for  numerous  bladder  irri- 
gaticxis. 

It  is  very  necessary  that  the  electrical  apparatus  be  in 
perfect  order,  otherwise  embarrassment  will  surely  follow. 
The  patient  being  in  position,  a  soft  rubber  catheter  is  intro- 
duced into  the  bladder,  and  the  urine  withdrawn  slowly.  The 
bladder  must  be  irrigated  with  a  3  per  cent,  solution  of  boracic 
acid,  until  the  reflux  fluid  is  clear.  Five  ounces  must  then  be 
left  in  situ.  I  never  use  any  general  or  local  anesthetic  except 
in  very  nervous  individuals  or  where  there  exist  acute  condi- 
tions, when  I  prefer  a  general  anesthetic,  although  a  2  per 
cent,  solution  of  cocaine  may  be  all  that  is  required.  The 
cystoscope,  lubricated  with  glycerine,  is  passed  into  the  bladder 
after  the  manner  of  introducing  a  sound.  The  examiner, 
being  seated  at  the  foot  of  the  table,  holds  the  cystoscope  with 
the  left  hand,  and  manipulates  it,  if  necessary,  with  the  right. 
The  light  is  then  turned  on.  By  means  of  the  so-called  cold- 
lamp  a  high  degree  of  light  may  be  obtained,  and  the  instru- 
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ment  can  be  held  in  the  bladder  thirty  minutes  or  more  without 
causing  any  discomfort  resulting  from  heat.  The  summit  of 
the  bladder  is  first  examined;  next  the  instriunent  is  drawn 
toward  the  operator,  so  that  its  beak  lies  just  beyond  the 
sphincteric  margin. 

Here  we  may  inspect  the  sphincter.  Next,  by  pushing  the 
instrument  fiuther  into  the  bladder  and  rotating  slowly,  either 
side  can  be  examined.  By  turning  the  beak  of  the  instrument 
downward,  the  base  is  brought  into  view.  Here,  by  drawing 
the  instrument  toward  the  operator  one  sees  that  triangular 
space,  known  as  the  trigone,  recognized  by  its  pale  color.  By 
rotating  the  instrument  along  its  upper  boundary  the  ureteral 
orifices  may  be  seen.  They  lie  about  two  inches  apart  from 
each  other.  They  resemble  a  cone,  with  slit-like  openings. 
After  viewing  them, for  thirty  seconds  one  may  detect  urine 
spurting  frcnn  them.  Again,  by  drawing  the  instrument  toward 
the  examiner  the  prostate  may  be  fairly  well  examined. 

Notes  are  made  of  the  condition  seen,  the  light  is  turned  off » 
the  instrtunent  withdrawn,  and  the  bladder  thoroughly  irrigated 
with  a  1-4000  solution  of  nitrate  of  silver.  Where  it  is  possible,. 
I  cystoscope  (the  exceptions  to  which  I  shall  speak  of  later) 
where  there  is  any  doubt  as  to  the  exact  diagnosis.  Of  course,, 
there  are  usually  sufficient  symptoms  to  enable  one. with  fair 
diagnostic  acumen  to  differentiate  bladder,  ureteral  or  kidney 
involvement.  But  who  can  tell  positively  which  kidney  is 
diseased  without  inspection  of  the  ureter,  or  catheterization  of 
the  ureters;  or  who  can  tell  definitely  whether  cystitis  is  due 
to  stone  or  tumor,  or  detect  the  exact  location  of  ulcers, 
tubercles  or  other  pathological  conditions,  unless  by  actual 
inspections?  I  think  you  will  all  see  that  without  such, 
accuracy  is  impossible ;  therefore,  this  establishes  its  imperative 
necessity. 

I  have  purposely  omitted  any  minute  discussion  concerning 
ureteral  catheterization,  or  ureteral  therapy,  but  have  confined 
myself  to  the  indications  for  visual  examination  of  the  bladder. 
Cystoscopy,  however,  is  not  without  its  therapeutic  possibili- 
ties, since  by  means  of  the  operating  cystoscope  one  may  remove 
portions  of  tumor,  make  topical  applications  to  localized  areas, 
and  crush  small  stones. 

The  cases  reported  by  no  means  represent  all  that  I  have 
examined.    Before  being  pronounced  cured,  all  patients  in  the 
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genito-urinary  clinics  at  the  Hahnemann,  The  West  Philadel- 
phia General,  and  The  Mercy  Hospitals  are  cystoscopei 
Again,  in  my  earlier  efforts,  many  normal  cases  were  examined 
and  I,  too,  like  all,  occasionally  did  not  take  full  records.  I 
have  selected  a  few  cases  which  may  illustrate  the  commoner 
diseases  of  the  urinary  tract  from  the  kidney  to  the  bladder, 
together  with  the  results  obtained  from  treatment 

It  will  be  observed  in  perusing  the  records  that  only  general 
outlines  are  given  concerning  diagnosis  and  treatment 

A  summary  of  the  cases  examined  shows  that  we  treated 
men,  women  and  children.    These  conditions  were  diagnosed: 

Ataxic  bladder i 

Bladder  diverticulae 2 

Bacteriuria   5 

Cystitis   77 

Chronic  prostato-cystitis 13 

Columnar  bladder 2 

Congestion  of  vesical  sphincter 8 

Contracted  bladder  neck i 

Congested  ureter 6 

Carcinoma  of  the  bladder 3 

Calculosis  of  the  prostate i 

Cystocele i 

Contracted  bladder 2 

Hydro-ureter i 

Hsematuria  of  the  kidney 2 

Haemorrhage  areas  over  the  bladder  walls ...  i 

Prostatitis 26 

Pseudo-columnar  bladder 13 

Pyelitis    4 

Peri-cystitis    i 

Phosphatic  deposit  on  bladder  wall i 

Prostatic  hypertrophy 16 

Stricture  of  ureter. 9 

Stone  of  bladder 5 

Stricture  of  the  urethra 5 

Stone  of  the  kidney 3 

Seminal  vesiculitis i 

Stone  of  the  ureter. . : 5 

Stenosis  of  the  bladder i 

Trigonitis   15 

Trabeculated  bladder i 

Tuberculosis  of  kidney 3 

Tubercular  ulcerations  of  the  bladder  wall ...  3 

Urethral  caruncle 2 

Uretero-pyelitis  ascending i 
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The  following  treatment  was  instituted: 

Bladder  irrigations 57 

Catheterization  of  the  ureters 13 

Dilatation  of  stricture  of  ureter 9 

Distention  of  the  ureter 4 

Instillaticms    4 

Irrigation  of  the  ureters 2 

Internal  urethrotomy i 

Lavage  of  the  kidney  pelvis 9 

Massage  of  the  prostate 28 

NephrotcMny 4 

Nephro^ureterectomy    i 

Nephrectomy   i 

Nephro-lithotomy    i 

Perineal  section 10 

Perineal  prostatectcxny 8 

Perineal   lithotomy i 

Supra-pubic  lithotomy i 

Catheter  life i 

Meatotomy  of  the  ureter i 

Referred  for  X-ray i 
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ago. 


Gonorrhoea    i8    yeara 
Complaina   of  pain 
ria^t    kidney.      Uri  ne 
Cloudy. 

Gonorrheal  infection  15 
years  ago.  Retention  of 
urine;  stricture;  oper- 
ated. 

Frequency  of  urination, 
xo  times  during  day,  a 
or  3  times  at  night;  gon- 
orrhcea. 

Gonorrhoea  3  months'  dura- 
tion. 

Urinary  distress  xo  years' 
duration;  frequency  of 
urination  5-10  nrinulCes 
during  night;  complains 
of  pain  over  pubes; 
passes  blood  occasionally. 

Fiequency  of  urination  ev* 
ery  3  hours  during  the 
day,  3  months'  duration. 
Urine  very  cloudy. 

Gonorrhoea  8  years  ago; 
urinary  frequency. 
Urine  cloudy. 

Gonorrhoea  6  years  ago. 
Pain  along  the  left  ure- 
ter; slight  distress  upon 
urinating. 


Gonorrhoea  4  years  ago. 
Complains  of  sudden  de- 
sire to  urinate. 


CtSTOSCOPZC     FZNDXN6S 


Chronic  prostato  cysti- 
tis; Inflammation; 
rifl^t  ureteral  orifice; 
pyelitis. 

Chronic  prostato  cysti- 
tis; columnar  blad- 
der. 

Cystitis,  trigon4tis, 
prostatitis. 


Negative. 


Cystitis;     urethral     ca- 
runcle. 


Pseudo-columnar  blad- 
der; cystitis;  prostate 
congerted. 

Prostotitis;  cystitis. 


Prostato  cystitis;  urete- 
ritis. 


Pyelitis;  left  ureteral 
orifice  congested; 
chronic  cystitis. 


TaXATMSHT 


Bladder  irrigft- 
tion;  lavage 
of  kidney  pel- 
vis. Cured. 
Bladder  irriga- 
tion;   massage 
of  the  pros- 
tate.    Cured. 
Bladder  irriga- 
tion; prostatic 
massage. 
Cured. 

Case    dismiss- 
ed as  cured. 

Bladder  irrigar 
tion.      Re. 
moval  of  car- 
uncle.   Cured. 


Bladder  irriga- 
tions;  pros- 
tatic   massage. 
Cured, 

Bladder  irrigif- 
tion;  pros. 
Utic   massage. 
Cured. 

Bladder  irriga- 
tion;  irriga^ 
tion  of  ureter; 
massage  of 
the    prostate. 
Cured. 

Lavage  of  kid- 
ney pelvis  and 
bladder. 
Cured. 
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History 


Gonorrhoea  a  years.  Uri- 
nary  frequency.  Urine 
cloudy. 

Gonorrhoea  10  years  ago. 
Urine  cloudy. 

Pain  over  left  kidney. 
Urine  cloudy;  residual 
urine   2   oz. 


Frequency  of  urination — 
great  deal  of  tenesmus. 
14  years'  duration. 


Recurrent  attacks  of  gon- 
orrhoea; persistent  cloud- 
iness of  the  urine;  fre- 
quency of  urination;  pain 
over  both  kidneys. 

Gonorrhoea  7  months*  dura- 
tion. Urine  cloudy;  fre- 
quency of  urination. 

Complains  of  vesical  insta- 
bility, urging  to  urinate; 
supra-pubic  distress. 

Supra-pubic  distress  2 
months'  duration;  some 
frequency  of  urination. 

Tenderness  in  region  of 
left  kidney;  frequency  of 
urination;  condition  18 
years'  standing;  urinates 
3-4  times  at  night 

Had  fall  upon  pavement 
2  years  ago;  some  time 
after  compliined  of  in- 
continence of  urine;  ca- 
theter life  2  years;  urine 
very  thick  with  ptis  and 
blood. 

Gonorrhoea  la  years  ago. 
Dribbling  of  urine. 


Complains  of  fullness  on 
the  right  side  along  ure- 
ter and  region  of  kid- 
ney. 

Gonorrhoea  7  years  ago. 
Urine  cloudy. 


Complains  of  burning  dur- 
ing urination,  gradually 
decreasing,  urtne  clou- 
dy. 


Gonorrhoea  17  years  ago. 
Urinates  infrequently  3-4 
tiroes  daily;  no  blood. 

Cophoritis  and  salpingitis, 
urethral  discharge. 


Gonorrhoea     6    years    ago. 
Frequent  urination. 


Cystoscopic   findinos 


Frostato  cystitis. 


Chronic  cystitis. 


Froatatitis;     pyelitis, 

?i  u  s  thick  issuing 
rom  left  ureteral  ori- 
fice.      ^ 

Pericystitis:   large 

ing  R.  U.  O.; 

der    capacity    $    oc; 

congestion  of  sphlnc 

ter. 
Frostatltia  -  cystitis; 

trigonitis;  ntetcritis. 


Cystitis. 
Negative 
Negative 


Trigonitis;  cystitis;  in 
tense  congestion  of 
the  sphincter. 


Cystitis;    stone   of   the 
bladder. 


Cystitia  corporis:  pseu 
do-oolumnar  blaader. 


Stricture  of  right  ure- 
ter I  inch  from  the 
orifice;  hydro-ureter, 

Trigonitis;  prostatitis; 
cystitis. 


Sphincter  veslcie  great- 
ly congested;  areas  of 
inflammation  around 
left  ureteral  orifice; 
stricture  of  the  ure- 
thra. 

li*!rostato  cystitis;  pseu- 
do-columnar blaader. 


Gonorrhoea!  urethro; 
cystitis;  trigonitis. 


Prostato-cystitis. 


Trratmixt 


Bladder  irriga- 

o£   the    pros- 
tate.    Cured. 
Bladderirrin- 
tion.     Cured. 

Massage  of 

the    prostate; 
Uvage    of  kid- 
ney pelvis 
Cured. 
None  insti- 
tuted. 


Ureteral    lav- 
•jBPe;   irtia. 
tion    of   blad- 
der;   lErostate 
massaged. 

Irrigation    of 
bladder. 
Cured. 
None  insti- 
tuted. 

None  insti- 
tuted. 

Bladder  irrifs- 
tion;    insdUa- 
tion  at  tri- 
gone.      Xm- 
proveo. 
Supra-pubic 
lithotomy. 
Improved. 


Bladder  trrip^ 
tion,    perineal 
section. 
Cured. 

Dilatation   of 
strictufed  por> 
^on    of    Qit« 
ter.      Im. 
proved. 
Bladder  irrigS' 
tion;  massage 
of  the  pros- 
tate.    Cured. 
Bladder  irrifs- 
tion.   perineal 
section. 
Cured. 


Massage  of 

prostate;  blad- 
der irriga. 
tion.    Cured. 
Irrigation   of 
the  bladder 
and    urethra. 
Impro<ved. 
Irrigation   of 
the    bladder. 
Cured. 
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»3 

A  C 
Aet 
38 


H.  M. 

Aet 
33 

J  M. 
Aet 
*4 


Di.  OB  Clxvic 


H.  Qinie 

H.  Clinic 
P.  P. 

H.  Clinic 

H.  Clinic 
H.  Qinic 

H.  Clinic 
H.  Clinic 
Dr.  Bernstein 

Dr.  Roberts 

Dr.  Hickey 
H.  Clinic 
Dr.  Snader 

P.  P. 
H.  Clinic 


HiSTOBT 


Chancre  8  years  ago.  Res- 
idual urine  14  ox.;  ina- 
bility to  empty  the  blad- 
der. 


Frequency  cf  urination  2 
years'  duration,  associ* 
ated  with  burning. 

Frequency  of  urination 
every  3-5  minutes;  great 
tenesmus.  Urine  very 
cloudy,  at  times  appear- 
ance of  milk. 


Gonorrhoea  at  15  years  of 
age.  Was  troubled  with 
bloody  urination;  at 
present  time  urinates  ev- 
ery ^  minutes;  pain 
over  right  kidney,  urine 
cloudy. 

Urine  persistently  cloudy; 
residium,  2  ot%. 


Urinary  trouble  6  weeks' 
duration;  uflnates  every 
few  minutes;  pain  over 
right  kidney.  Urine 
cloudy. 

Urine  cloudy  and  highly 
ammoniacal;  some  dis- 
tress in  the  perineum. 

Intermittent  liiematuria  past 
6  months;  drawing  up 
of  the  right  testicle  dur- 
ing paryxosms  of  pain. 

Gonorr)iaea  x  year  ago. 
Complains  of  tenderness; 
also  full  sensation  in  the 
region  of  the  right  kid- 
ney and  ureter. 

Frequency  of  urination  ev- 
ery 15  minutes  during 
the  day,  la  times  at 
night  Urine  very  clou- 
dy. 

Urinates  ever^f  15  minutes, 
at  times  involuntarily; 
condition  present  greater 
part  of  lite. 

Gonorrhoea  4  years  ago. 
Urination  hourly  during 
the  day;  does  not  arise 
at  night. 

Urine  containing  blood  since 
Christmas,  1907;  at  times 
noticed  thick  clots  of 
Mood;  some  pain  and 
tenderness  In  the  peri- 
neum. 

Gonorrhoea  x6  years  ago- 
Frequency  of  urination 
hourly;  stricture  of  the 
urethra. 

Gonorrhoea  3  years  ago. 
Some  cloudiness  of  the 
urine. 


Ctstoscopic   findings 


Cystitis;    congestion 
the  prostate. 


of 


Contracted  bladder 
neck;  unable  to  cys- 
toscope. 

Cystitis;  tubercular  ul* 
cerations  around 
right  ureteral  orifice; 
catheterized  speci- 
men reveal  tubercular 
involvement  of  the 
right  kidney. 

Cystitis;  prostatitis; 
trigonitis;  stricture 
of  the  left  ureter. 


Congestion  of  the  pros- 
tate and  trigone;  cys- 
titis. 

Cystitis;  right  kidney 
catheterized;   pyelitis. 


Prostato  cystitis. 


Pelvic    distention    test; 
stone  in  kidney. 


Bladder  normal ;  left 
ureteral  spurt  very 
inactive;  catheter 
kinked  at  the  orifice. 


TaBATlCBVT 


Cystitis. 


Cystitis;     contracted 
bUdder. 


Pbeudo-oolumnar     blad- 
der. 


Haematuria     from     the 
left  kidney. 


Chronic    prostatitis 
Trigonitis;  cystitis. 


Chr6nic    prostatitis; 
Trigonitis;  cystitis. 


Massage  of 
the  prostate; 
K.  1.  cathfe* 
ter  Ufe;  irri- 
gation of  the 
bUdder.  Im- 
proved. 

Advised  divul- 
sion  of  blad- 
der neck. 

Bladder 
Irrigation 
nephrectomy. 
Improved. 


Bladder  irriga- 
tion; pros, 
tatic  massage; 
dilaCtation    of 
the    stricture. 
Cured. 

ProsUtic 
mas«age ; 
bladder  irriga- 
tion.      Cured. 
Bladder    and 
kidney   lav. 
age.      Cured. 


Prostatic 
massage; 
bladder  irriga- 
tion.      Cured. 
Declined    op- 
eration. 


Dilatation  of 
the  stricture 
ureter.  Im- 
proved. 

Bladder  irrira- 
tion.      Cured. 


Bladder  irriga- 
tion.     Im. 
proved. 

Irrigation 

bladder. 

Cured. 

X-ray  cath- 
etertzed    left- 
stone    ureter. 
Nephro-lith. 
otomy.  Cured. 

Perineal    sec- 
tion.    Cured. 


Prostatic  mas- 
sage;   bladder 
irrigation. 
Cured. 
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W.  K. 

Aet. 
30 
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E   K. 
Act. 
20 

H.  CUnic 
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Aet. 

33 
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Dr.  W.  A. 
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History 


Chancre  8  years  ago.  3 
attacks  of  gonorrhoea 
since;  residual  urine  4 
oz.;  complains  of  fre- 
quency of  urination;  te- 
nesmus.   Urine  cloudy. 

Urinary  trouble  17  years. 
Pain  On  right  side  over 
right  kidney,  extending 
along  ureter  and  drawing 
up  of  testicle:  cannot  lie 
on  right  side. 

No  symptoms  except  persis- 
tent    cloudiness    of    the 


Gonorrhoea  8  years  ago. 
Stricture  of  the  urethra. 

Gonorrhoea  6  years'  dura- 
tion; distress  supra-pubic 
region;  frequency  of  uri- 
nation. 

No  Venereal  history;  fre- 
quency of  urination  past 
xo  days^  urinates  every 
5-10  minutes;  pain  at 
end  of  act;  urinates  3 
times  during  night;  pass- 
es blood. 

Gonorrhoea  10  years  ago. 
Pain  in  the  region  of  the 
bladder;  no  frequency; 
passed  blood  10  days  ago, 

Gonorrhoea  33  years  ago, 
Dribbling  of  urine  2 
years'  duration;  began  to 
arise  at  night"  8  years 
ago. 

Frequency  of  urination  8 
times  daily;  4  months 
ago  pain  over  left  kidney 
and  along  the  ureter, 
urine  cloudy  since  that 
time. 

Gonorrhoea  a  years*  dura- 
tion. Complains  of  some 
frequency  of  urination. 

Constant  desire  to  urinate 
during  the  day;  arises 
twice  during  the  night 

Urinates  every  one-half 
hour  during  the  day;  no 
pain;  no  blood  passed; 
no  organisms  found  in 
the  urine. 

Urinary  trouble  past  6 
years.  Pressure  pains; 
desires  to  urinate  hourly 
at- times;  urinates  every 
half-hour  during  the 
night 

Frequency  of  urination  ev- 
ery  15  minutes;  pain 
over  region  of  right  kid- 
ney.    Urine  very  cloudy. 


Denies  all  venereal  history; 
urinary  frequency  both 
day  and  night  for  past  2 
years. ^^ 


Cystoscopic   findings 


Chronic  prottato  cy8ti< 
tis. 


Bladder  normal;  R.  U. 
catheterized  s  t  r  i  c  - 
ture  2  inches  from 
orifice;  stricture  of 
ureter  (Stone). 

Prostato  cystitis. 


Pseudo-columnar  blad- 
der; prostate  congest, 
ed. 

Cystitis. 


Congestion  of  the  right 
ureteral  orifice;  has 
evidently  passed  large 
crystals  uric  add. 


Prostatic     hypertrophy 
(beginning) ;    cystitis. 

Cystitis;  ataxic  bladder. 
Trigonitis;  cystitis. 


Chronic  Prostato  cysti- 
tis. 


Chronic  prostato   cysti- 
tis. 


Negative. 


Trigonitis;  cystitis;  ure- 
thral caruncle. 


Cystitis. 


Cystitis. 


Trbatubvt 


Irrigation 
bladder;  H.I. 
massage  of 
prostate.    Im- 
proved. 

Dilatation  of 
stricture.  In* 
proved.  Lost 
aight  of  esse. 


Bladder  irriga- 
tion on  mas- 
sage of  pros- 
tate. Cured. 
Perineal  sec- 
tion.    Cured. 

Perineal   sec- 
tion.    Cured. 


Diluents. 


Bladder  irriga- 
tion;   massage 
of  prostate. 
Improved. 
Irrigation 
bladder.     Im- 
proved. 


Irrigation 
bladder     kid. 
ncy  lavage. 
Cured. 


Massage   pros- 
tate;   bladder 
irrigation. 
Cured. 
Prostatic 
massage; 
bladder  irri- 
ffation.  Cured. 
None  insti- 
tuted. 


Bladder  irriga- 
tion; removal 
of    caruncle. 
Cured. 


Bladder  irriga^ 
tion;   unable 
to  introduce 
cathcterizing 
cystoscope; 
roetus  too 
small.      Im* 
proved. 
Bladder  irriga- 
tion.    Im- 
proved. 
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History 


Passed  stones  18  years  ago, 
at  present  time  pain 
over  left  kidney  extend- 
ing down  ureter  and  tes- 
ticte;  urinates  3-4  times 
dvring  night,  normal  dur_ 


ng  day. 
ibbli 


Dribbling  of  urine;  difficul- 
ty in  urination;  cathrter 
life  I   year. 


Gonorrhoea  22  years  ago, 
never  fully  recovered. 
Complains  of  constant 
pain  over  kidney;  fre* 
quency  of  urination  ev- 
ery 10  minutes  night 
and  day;  great  deal  of 
tenesmus  upon  voiding 
urne.  Urine  very  clou- 
dy. 

Frequency  of  urination, 
burning  at  times. 

Urging  to  urinate  every  10 
minutes  both  day  and 
night. 

Urine  cloudy  intermittent- 
ly; complains  of  heavy 
sensation  in  the  peri- 
neum; some  frequency 
of  urination. 

Frequency  of  urination  xo 
davs'  duration,  associa- 
ted with  considerable 
distress. 

Constant  desire  to  urinate, 
burning  associated  with 
act. 

Frequency  of  urination 
poFt  3  weeks;  pain  over 
right  kidney;  occasional 
nausea. 

Urinary  symptoms  a^ 
years*  duration ;  f  r  c  - 
quency  every  15  minutes 
hourly  during  the  night. 

Gonorrhoea  a  years  ago. 
Complains  of  distress 
over   8upra*pubic   region. 


5    years    ago, 
in     urinating; 


Gonorrhoea 
Difficulty 

complains  df  a  great  deal 
of  soreness  in  the 
urethra.     Urine  cloudy. 

Frequency  of  urination  ev- 
ery 15  minutes  during 
the  day,  hourly  at  night; 
burning  upon   urination. 

Frequency  of  urination  ev- 
ery half-hour,  this  con- 
dition increases  while 
working;  passed  blood 
quite  frequently;  sudden 
stoppage  of  urine  while 
trying  to  complete  act. 

Great  deal  of  tenesmus 
while  voiding  urine. 
Examination  per  rectum 
revealed  slight  enlarge- 
ment of  the  prostrate. 


Cystoscopic   findings 


Pteudo-columnar     blad- 
der; stone  left  ureter. 


Hypertrophy  of  the 
prostate;  Columnar 
bladder;  cystitis. 


Tubercular  ulceration 
on  bladder  wall;  ca- 
thrterised  right  ure- 
ter; tuberculosis  posi- 
tive; 


Negative. 


Cyrtitis;    prostatio    hy- 
pertrophy. 


Prostato  cystitis. 


Cystitis  (sub-acute). 


Cystitis;  stenosis  of  the 
urethral  sphincter. 

Cystitis;  congested  right 
ureter. 


Cystitis. 

Prostato  cystitis. 
Cystitis. 

Cystitis. 
Cystitis;  stone. 


Pseudo-columnar  blad- 
der; projection  of 
middle  lobe  into  blad- 
der; chronic  prostati- 
tis. 


Teeatmbnt 


Declined  op- 
eration. 


Bladder  irriga> 
tion;   operap 
tion  perineal 
prostatectomy 
Cured. 
Ncphro- 
ureterectomy* 
Improved. 


None  insti- 
tuted. 

Bladder  irriga- 
tion; perineal 
prostatectomy. 
Cured. 

Prostate   mas- 
sage.   Cured. 
Bladder  irriga- 
tion. 

Bladder  irriga> 
tion.     Im. 
proved. 

None  insti- 
tuted. 

Bladder  irriga- 
tion.    Re. 
fcrrcd  for 
X-ray. 

Bladder  irriga- 
tion.    Im- 
proved. 

Prostate   mas- 
sage ;   bladder 
irrigation. 
Cured. 

Internal  ure- 
throtomy; 
bladder    irri- 
gation. Cured. 

Irrigation 

bladder. 

Cured. 

Perineal  lith- 
otomy.  Cured. 


r ■•         -  , 

Prostatic 
massage.    Im- 
proved. 
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H.  Clinic 


H.  Clinic 


P.  P. 


P.  P. 


Dr.  Hillegtt 


Dr.  Piatt 


Dr.  Slough 


Dr.    G.    Bick- 

ley 

P.  P. 


P.  P. 


H.  Clinic 


Dr.  Piper 


P.  P. 


Complains  of  severe  pains 
in  the  bladder  while 
urinating  especially  after 
act,  frequency  xo 
times  daily,  at  night  3 
times. 

Complains  at  times  of  pass- 
ing had  substances,  lik- 
e  n  e  d  to  particles  of 
sand;  condition  lasted  2 
months. 

Gonorrhoea  8  years  ago. 
Prostate  enlarged;  res- 
idual urine  6  oz.;  com- 
plains of  urging  to  uri- 
nate passes  few  drops  at 
a  time. 

Frequency  of  urination 
past  2  years;  denies  all 
venereal  historyj  acute 
frequency  past  2  months; 
residual  unne  4  oz. 

Pain  over  left  ureter;  uri- 
nated 8  times  dally; 
passed  small  calculus  in 
1902,     Urine  turbid. 

Urinary  trouble  past  15 
^ars;  no  blood  passed; 
intermittent  urination, 
starts  and  stops  during 
act;  urinates  6  times 
daily,  arises  once  during 

'  night;  enlargement  of 
the  prostate. 

Pain  at  end  of  urinary  act 
frequency  past  6  months, 
more  or  less  distress  in 
tlie  bladder  since  child- 
hood; urinates  every  10 
minutes  during  the  day, 
same  at  night;  supra- 
pubic distress  and  ten- 
derness. 

Gonorrhoea  5  years  ago. 
Burning  upon  urination; 
complains  of  pain  over 
rigtht  kidney. 

Chronic  gonotThoea  dis- 
charge Intermittent. 
Urine  cloudy  all  the 
time,  never  able  to  clear 
up  longer  than  48  hours 
ata  time. 

Gonorrhoea  4  years  ago. 
Frequency  of  urination 
e  V  «  r  y  10  minutes; 
passes  blood   at  times. 

Chronic  urethritis;  cloudi- 
ness of  the  urine;  at 
times  passes  blood. 


Gonorrhoea  43  years  at 
Urinates  8  times  daily, 
at  night  4  times,  past 
year;  ratheterized  speci- 
men shows  cystitis  pres- 
ent 

Gonorrhoea    2    years    ago. 
Frequency    of    urination 

J  times  at  night,  burning 
uring  and  after  act;  no 
blood  passed. 


Phosphatic  deposit  on 
summit  and  sides  of 
bladder;  prostate  con- 
gested. 


Calculus   at   right  ure- 
teral orifice. 


Pseudo-columnar  blad* 
der;  enlarged  pros- 
Ute. 


Hypertrophy  of  the 
prostate;  pseudo-col- 
umnar bladder. 


Cystitis;  left  ureteral 
orifice  small;  cathe- 
terized;  stricture  a^ 
inches  above  found 
small  calculus  lodged. 

Enlargement  of  the 
prostate. 


Stone  of  the  bladder. 


Bladder  negative;  stric- 
ture of  the  right  ure- 
ter. 

Chronic  gonorrhoeal  cys- 
titis. 


Ulcerative  areas  size  of 
a  quarter  over  blad- 
der walls. 

Hemorrhagic  areas  over 
bladder  walls;  chronic 
gonorrhoeal  cystitis. 

Prostate  cystitis;  ulcer- 
ations over  bladder 
walla. 


Piostato  cystitis. 


Irrigation 
bladder;    ntss- 
sage  of  the 
prostate.     Im- 
proved. 

Distention 
and  dilatation 
ureter.  Cured. 


Perineal  pros- 
tatectomy. 
Cured. 


Perineal  pros- 
tatectomy. 
Cured. 


Lavage  kid- 
ney;  dilata- 
tion  strictttte. 
Improved. 

Operation 
declined. 


Operation 
declined. 


Dilatation  of 
the  stricture- 
Improved. 

Perineal  sec- 
tion.  Cured* 


Bladder  inim^ 
tion.    Cured. 


None  insti. 
tuted. 


Bladder  irrin> 
tion.    Cured. 


Bladder  irriga- 
tion; 
prostate. 
Cured. 
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P.  P. 
H.  Qinie 
Dr.  Gombrecht 


Mercy  H<m- 

pital 


History 


Gonorrhoea  10  years  ago. 
Distress  upon  urination; 
no  blood  passed. 

Urinary  trouble  2  years' 
duration;  pain  and 
straining  upon  urination; 
blood  in  urine  at  times; 
•  frequency  every  15  min- 
utes;   loss    of    weight 

Urinary  distress  several 
years,  associated  with 
rectal  distress;  partial  re- 
tention  of  urine. 

Pain  and  supra-pubic  dis- 
tress; frequency  of  uri- 
nation 12  times  during 
the  day.     Urine  cloudy. 

Gonorrhoa  12  years  ajgo. 
Complains  of  a  mucoid 
discharge;  frequencv  of 
urination  8  times  daily. 
Urine  cloudy. 

Gonorrhoea  5  years  ago. 
Frequency  of  urination; 
some  pain. 

No  venereal  history;  for 
past  2$  years  passed 
sounds  upon  himself; 
pain  and  frequency  of 
urination. 

Gonorrhoea  3  months  ago. 
Some  frequency  of  urina- 
tion. 

Urethritis  20  years  ago; 
cloudiness  of  the  urine. 

Frequency  of  urination  8 
months  duration;  arises 
30  times  at  night,  20 
times  daily;  pain  over 
left  kidney;  loss  of 
weight.     Urine  cloudy. 

Frequency  of  urination  past 
3  months;  great  deal  of 
tenesmus  in  voiding 
urine,  at  times  dribbling; 
urine  very  cloudy;  some 
rectal  distress. 

Frequency  of  urination  6 
years'  duration;  constant 
desire  to  urinate;  pain; 
passes  blood  at  times. 

Gonorrhoea  4  years  ago; 
at  times  frequency  of 
urination.  Urine  very 
cloudy. 

Gonorrhoea  3  years  ago.  4 
months  ago  frequency  of 
urination^  Uxiae  vory 
cloudy. 

Gonorrhoea  20  years  ago. 
Difficulty  in  voiding 
urine.  Urine  very  clou- 
dy. 

Frequency  of  urination  past 
2  months;  no  other 
symptoms. 

Complaina  of  heavy  drag- 
ging sensation  on  the 
tight  side  in  region  of 
the  kidney;  urine  turbid; 
tenderness  of  the  kidney. 

Hematuria  constantly  past 
14  months;  no  pain; 
anxmic  appearance;  de- 
nied  all  venereal  history. 


Cystoscopic   findings 


Prostate  enlarged;  stric 
ture  of  the  urethra. 

Tumor  on  the  left  side 
of  the  bladder;  cal- 
culi; carcinoma. 


Prostatic     hypertrophy 
stone  of  bladder. 


Cystitis;   Prostatic  con- 
gestion. 

Chronic  Prostatcwcysti- 


Cystitis. 


Bladder    normal;    pros- 
tatic congestions. 


Negative. 

Pseudo-columnar  blad- 
der; cystitis. 

Tubercular  ulcerations 
L.  U.  O.;  Tubercle 
bacilli  found  in  the 
urine. 


Prostate  enlarged;  cys- 
titis. 


Catheterised  left  ure- 
ter; stone  of  the  kid- 
ney. 

Pseudo-columnar  blad- 
der; cystitb. 

Cystitis. 


Stricture    of    the    ure- 
thra; cystitis. 


Trigonltis. 


Stone  of  the  right  kid- 
ney;   X-ray   positive. 


Hxmaturia  of  the  left 
kidney. 


Trxatmeitt 


Referred  to 
doctor   for 
operation. 
Operation, 
declined. 


Operation, 
declined. 


Referred  to 
doctor  for 
treatment 

Bladder  irriga^ 
tion;  massage 
of  prostate. 
Cured. 

Referred  to 
doctor  for 
treatment. 
Instillations. 
Cured. 


None  insti- 
tuted. 

Perineal   sec- 
tion. Cured. 

Nephrectomy. 
Improved. 


Perineal   pros- 
tatectomy. 
Cured. 


Operation 
declined. 


Bladder  irriga- 
tion*. Cured, 


Bladder  irriga- 
tion. Cured. 


Perineal   sec- 
tion. Cured. 


None   insti. 
tuted. 


Nephro-litb. 
otomy.   Cured. 


Nephrotomy. 
Cured. 
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Aet 
63 

H.  H.W. 

Act 

26 
J.A.W. 

Act 

60 


Dk.  ok  Cunic 


H.  Clinic 

S.  H.  Clime 

H.  Clinic 
H.  Clxnic 

W.  P.  H.  H. 
H.  Clinic 

Dr.  Pennock 

H.  H.  aini<? 

H.  H.  Qinic 

Dr.  Barrett 

P.  P. 

H.  H.  CMnic 

P.  P. 
P.  P. 
Dr.  Hallcr 

H.  H.  Qinic 
Dr.  White 

Dr.  Smith 

H.  H.  Qinic 
Dr.  Sloan 


History 


Cystoscopic   fixdikgs 


Gonorrhoea   6  months'   du- 
ration; urine  turbid. 


Complains  of  heavy  Mn- 
satiou  in  region  of  right 
kidney;  no  other  urinary 
symptoms. 

Gonorrhoea  8  years  ago. 
Complains  of  pain  in  the 
prostatic  urethra. 

Pain  over  region  of  the 
bladder;  also  had  slight 
discharge  from  theme- 
atus. 

Complains  of  dull  aching 
pain  over  bladder;  resid- 
ual urine  3  os.  Urine 
cloudy. 

Gonorrhoea*  3  years  ago. 
Freauency  of  urination; 
no  aistress. 

Pain  in  urination;  no 
blood;  frequency  of  uri- 
nation every  5  minutes 
daily,  everv  2  hours  at 
night.     Unn«  cloudy. 

Urinates  ever^  half-hour 
day  and  nigtht;  urine 
turbid. 

Urinates  17  times  dally. 
Urine  very  cloudy. 


Gonorrhoea  2  years  ago. 
Urine  very  cloudy. 

Gonorrhoea  2  years  agjp. 
Some  irritation  upon  uri- 
nating. 

Painful  urination;  also  fre- 
quency, hourly  during 
tne  day,  every  2  hours  at 
night 

Gonorrhoea  20  years  ago. 
Suprapubic  and  pcri4 
neal   distress. 

Difficulty  in  passing  urine. 
Urine   very    cloudy. 


Complains  of  weakness 
over  left  kidney;  fre- 
quency of  urination  ev- 
ery x-2  hours;  impera- 
tive urination  past  2 
years;   ba^criuria. 

Complains  of  pain  over  left 
ureter;  constant  desire  to 
urinate. 

Gonorrhoea  9  years  ago. 
Burning  upon  urination; 
prostatic  abscess.  Urine 
very  cloudy. 

Frequency  of  urination; 
urine  cloudy  past  3 
months;  burning  upon  ir- 
ritation. 

Gonorrhoea  2  years  ago. 
No   distressing  symptoms. 

Frequffity  of  urination  12 
times  during  the  day,  4 
times  at  night;  pain  and 
tenesmus  upon  voiding 
urine.  Urine  very  clou- 
dy. 


Chronic  prostatitis;  cys- 
titis. 


NcgatiTe. 

Prostatitis. 
Cystitis;  trigonltis. 

Bladder  diverticula. 

Gonorrhoeal  cystitis. 
Cystitis. 


Chronic    cystitis;    con- 
tracted bla'dder. 


Cystitis;  pyelitis. 


Congested  prostate;  cys. 
litis  . 

Negative. 


Cj^tocele;  chronic  cys- 
titis. 


Cystitis;  stricture. 


Prostatic  hypertrophy; 
cystitis. 

Chronic  cystitis; 
ascending  uretero- 
pyelitis;  stricture  left 
ureter  2^  inches. 


Stricture  of  the  left 
ureteral  orifice;  calcu- 
lus impacted. 

Cystitis. 


Prostatic     hypertrophy; 
cystitis. 


Negative. 


Prostatic    hjrpcrtrophy; 
cystitis. 


Tkbatmbr 


Prostatic 
massage;  blad- 
der irrigatioa. 
Cured. 
None  instip 
tuted. 


Prostatic 


Cured. 
None  insti- 
tuted. 


Bladder  irriga- 
tion.    Im- 
proved. 

Bladder  irriga- 
tion. Cured. 

Referred  to 
doctor  for 
treatment 


None  insti. 
tuted. 


None  insti. 
tuted. 


Referred  to 
doctor  for 
treatment 
None  insti. 
tuted. 

XX. 


Perineal   sec- 
tion.   CurcQU 

Perineal  pros- 
tatectomy. 
Cured. 
Dilatation 
kidnev  lavage^ 
Cured. 


Meatomy;  cal- 
culus   remov- 
ed.  Cured. 
Referred  to- 
doctor  for 
treatment. 

Referred  to 
doctor  for 
treatment 

None  insti- 
tuted. 

Catheter. 
Life. 
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Name 

Dk.  OB  Cumc 

HlSTOBY 

Cystoscopic   riirozifos 

Trkatubmt 

G.A.W. 

Dr.  CuHn 

DiffictUt    urination    past    2 

Prostatic     hypertrophy. 

Perineal  pros- 

Art. 

years. 

tatectomy. 

60 

Cured. 

J.  D.  W. 

Dr.  Reading 

Frequency  of  urination  ev- 

Prostate congested. 

Massage  of 

Art. 

ery     i-a     hours;     heavy 

the    prostate. 

39 

distressing    sensation    in 
the  perineum;  burning  at 
end  of  urination. 

Cured. 

Mrs. 

H.  H.  Qinic 

Sharp    shooting    pains    in 

Bladder  diverticulae; 

None  insti- 

E. W. 

the  bladder,  causing  de- 

cystitis. 

tuted. 

Art. 

sire  to  urinate;  very  lit- 

^Lq. 

tle  urine  voided   at   act. 

H.  H.  dime 

Frequency  of  urination  ev- 

Pseudo-columnar    blad- 

None insti- 

Art. 

ery    15    minutes    during 

der;  cystitis. 

tuted. 

34 

the   day. 

firs. 

H.  H.  Clinic 

Constant  dribbling  and  fre- 

Cystitis. 

Bladder  irriga- 

K.  W. 

quency   of  urination  ev- 

tion. Cured. 

Art. 

ery  hour  during  the  day. 

58 

8    times    at    night;    no 
blood. 

Kr&Q. 

H.  H.  Cainic 

Burning  on  urination;  loss 

Cystitis. 

Bladder  irriga- 

Act. 

of  weight. 

tion.  Cured. 

W.^H.  W. 

H.  H.  ninir 

Gonorrhoea    6    years    ago. 

Prostatic 

Art. 

Some  distress  in  the  pe- 

iculitis;   cystitis. 

massage;  irri- 
gation biad. 
der;   massage. 

32 

rineum.     Urine  cloudy. 

Cured. 

E.  W. 

H.  H.  Qinic 

Frequency     of     urination, 

Prostate  congested;  cys- 

Irrigation 

Art. 

hourly   during   the    day. 

titis. 

bladder;    mas- 

44 

Urine  somewhat   cloudy. 

sage  of  pros- 
tate. Cured. 

H.  W. 

H.  Clinic 

Urine     cloudy;     passes 
blood;  no  distress. 

Pseudo-columnar     blad- 

Irrigation   of 

Art. 

der;  cystitis. 

the    bladder. 

<fw. 

H.  Clinic 

Difficulty  in  passing  urine; 

Prostatic     hypertrophy; 

Cured. 
Operation 

Art. 

residual     6    oz.       Urine 

trigonitU;  cystitis. 

declined. 

46 

cloudy. 

M.  W. 

P.  P. 

Gonorrhoea     5     years    ago. 

Gonorrhoea!    cystitis; 

Perineal    sec- 

Art. 

Complains   of   some   dis- 

trigonitis. 

tion.    Cured. 

^9 

tress    urinating.       Urine 
cloudy. 

Mi»W. 

W.  P.  H.  H. 

Complains  of  burning  upon 

Sphincter    vesicae    con- 

Instillation. 

Art. 

urination   2   months*   du- 

gested. 

Cured. 

14 

ration;  urination  impera- 
tive. 
Bnnresis   6    months'   dura- 

W. W. 

W.  P.  a  H. 

Sphincter    vesicae    con- 

Instillation. 

Art. 

tion. 

gested. 

Cured. 

a:"m. 

Dr.   Gnemaey 

Enuresis     nocturnal     and 

Sphincter    vesicae    con- 

Divulsion 

Art. 

diurnal. 

gested. 

sphincter 

zo 

ij:  •' 

vesicae.   Re- 
lieved. 

G^  H. 

P.  P. 

Enuresis     nocturnal     and 

Sphincter     vesicae    con- 

Internal  med- 

Art. 

diurnal. 

gested. 

ication.    Im- 

14 

proved. 
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ACCIDENTAL  ABORTION. 

BY    M.    A.    WESNER^    M.D. 
(Read  before  the  Pennsylvania  S.   H.   M.  Society.) 

Abortion  is  the  premature  expulsion  of  the  embryo  or 
immature  ovum  from  the  uterus  at  any  time  before  the  end 
of  the  sixth  mcmth  of  utero-gestation.  These  expulsions  may 
take  place  at  any  period  within  the  time  herein  mentioned, 
but  they  are  by  far  of  the  most  frequent  occurrence  between 
the  first  and  fourth  months  of  pregnancy.  Should  they  occur 
within  the  first  month  they  are  usually  termed  ovular;  from 
the  beginning  of  the  second  to  the  end  of  the  third  month, 
embryonic,  and  from  the  third  to  the  end  of  the  sixth  month, 
foetal. 

The  above  title  I  have  chosen  in  order  to  distinguish  this 
kind  of  abortion,  which  is  purely  accidental  and  generally 
preventable,  from  that  other  form  which  is  atrociously  inten- 
tional and  has  for  its  object  ruin  and  death.  That  kind  where 
men  and  women  skilled  in  the  art  of  medicine  and  surgery 
cause  the  destruction  of  numberless  human  lives  for  a  money 
consideration.  I  hope  that  no  one  within  the  sound  of  my 
voice  is  guilty  of  this  shocking  crime  in  its  wickedness  and 
cruelty,  the  murder  of  unborn  children.  Beware  of  that  kind 
of  abortionist  1  He  is  a  menace  to  civilized  society.  The 
cowardly  miscreant  who  would  thus  destroy  the  lives  of  unborn 
infants  for  a  consideration  is  too  vile  to  mingle  with  honest 
people.  Beware  of  him  as  he  would  not  hesitate  to  destroy 
other  lives  if  the  law  but  protected  him,  and  use  the  stiletto  of 
the  assassin  under  cover  of  darkness. 

The  term  miscarriage  is  often  used  to  designate  any  form  of 
premature  expulsion  from  the  uterus  from  the  beginning  of 
gestation  to  the  end  of  it,  although  it  is  merely  given  to  conform 
with  custom.  Again,  some  authors  have  divided  this  period 
into  three  stages  as  follows:  Abortion  from  the  beginning 
to  the  end  of  the  fourth  month;  miscarriage  from  the  fourth 
to  the  end  of  the  seventh  month  and  premature  labor  from  the 
end  of  the  seventh  month  before  the  end  of  the  ninth  month. 
For  all  practical  purposes,  however,  that  period  which  includes 
the  time  of  non-viability  of  the  child,  if  separation  has  taken 
place,  can  be  called  abortion,  that  usually  extending  -to  the 
end  of  the  sixth  month,  while  that  which  embraces  the  time  of 
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its  viability  and  prior  to  full  term  we  shall  denominate  prema- 
ture labor. 

I  have  taken  this  subject  for  my  paper,  my  friends,  not 
because  I  consider  myself  peculiarly  fitted  for  the  elucidation 
of  its  underlying  principles,  nor  because  I  wish  to  leave  the 
inipressi(Mi  that  1  am  thoroughly  informed  in  all  its  indications, 
but  simply  to  awaken  an  interest,  a  proper  attention,  a  pro- 
found appreciation  in  the  minds  of  my  fellow  physicians  con- 
cerning this  all  important  branch  of  the  healing  art.  Instruc- 
tions in  our  different  colleges  are  very  meagre  on  this  topic. 
I  do  not  remember  of  hearing  more  than  one  lecture  on  this 
subject  during  my  college  days.  To  the  general  practitioner, 
it  is  a  question  of  no  uncertain  importance.  Doubly  so  indeed 
when  we  reflect  upon  the  difficulties,  the  trials,  the  disappoint- 
ment encountered  in  the  treatment  of  such  cases  as  they  are 
presented  to  us. 

In  my  opinion  nearly  all  abortions  can  be  avoided  and  the 
sufferings  incident  thereto  obviated  either  before  separation 
takes  place  or  in  the  interval  of  these  accidents,  if  the  properly 
indicated  remedy  is  used.  They  all,  like  other  diseases,  are 
amenable  to  treatment,  have  their  special  pathology,  and  our 
duty  is  to  correct  their  condition  by  the  application  of  medicine. 
If  at  a  loss  to  know  what  you  shall  prescribe  then  search  the 
Materia  Medica  and  find  your  remedy.  In  order  to  be  a 
skillful  prescriber  it  is  incumbent  upon  you  to  be  also  a  good 
and  faithful  student,  so  that  when  confronted  by  an  emergency 
like  this  you  have  sufficient  knowledge  to  carry  you  over  with 
honor  and  distinction.  In  homoeopathic  medicine,  as  well  as 
elsewhere  your  pathway  will  be  strewn  either  with  roses  or 
with  thorns,  just  as  you  shape  your  destiny,  by  the  power  and 
force  and  beauty  of  close  application  and  the  efficiency  of 
eternal  vigilance. 

When  called  to  a  case  of  abortion,  we  find  the  symptoms 
usually  alarming,  at  other  times  we  have  only  the  signs  of 
ordinary  labor,  pains  coming  and  receding  with  perfect  regu- 
larity, attended  with  little  or  no  hemorrhage.  In  the  majority 
of  instances,  however,  your  patient  will  present  the  appearance 
of  collapse,  indicated  by  her  general  pallor,  her  color,  which 
is  as  white  as  the  driven  snow,  her  pointed  nose,  her  firmly 
closed  lips,  the  damp  of  prostration  covering  her  face,  her 
cold  hands  and  feet,  all  the  result  of  excessive  loss  of  blood. 
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Very  often  the  foetus  has  come  away,  although  at  times  it  is 
still  found  within  the  cavity  of  the  uterus  and  refuses  to  leave 
without  forcible  assistance.  The  cardinal  principle  of  every 
obstetrician  should  be  the  removal  of  anything  and  ever3rthing 
that  has  an  injurious  effect  on  the  health  of  his  patient.  If 
the  foetus  or  the  placenta^  or  both,  cause  serious  hemorrhage, 
or  become  offensive,  they  act  like  foreign  bodies,  and  if  possible 
they  should  always  be  removed.  If  removal  should  seem 
impossible,  I  would  certainly  tampon  the  vagina,  a  proceeding 
which  checks  hemorrhage  and  gives  ample  time  for  the  os 
uteri  to  dilate.  But  an  offensive  mass  should  be  immediately 
removed  and  antiseptics  used,  no  matter  what  special  effort 
may  be  required  for  its  accomplishment.  However,  these 
matters  must  be  governed  in  all  cases  by  good  sound  judgment 
and  a  sufficient  supply  of  common  sense.  I  once  had  a  case 
where  there  was  no  hemorrhage  of  any  consequence  whatever, 
after  removal  of  the  foetus,  the  placenta  being  firmly  adherent, 
I  let  it  remain  until  it  came  away,  which  was  just  five  days, 
and  patient  had  first  a  dose  of  Pulsatilla  high,  followed  next 
day  by  a  dose  of  sulphur  high.  And  there  were  no  evil  effects 
of  any  description,  pains  and  contractions  coming  <xi  with  as 
much  regularity  as  you  find  them  in  ordinary  labor.  Further- 
more, I  have  frequently  permitted  an  adherent  placenta  to  lie 
in  position  from  twenty-foiu-  to  seventy-two  hours  when  there 
was  little  or  no  hemorrhage,  after  removal  of  the  foetus,  in 
order  to  give  the  indicated  remedy  an  opportunity  to  do  its 
work,  which  it  did  most  effectually.  If  you  cannot  meet  the 
indications  then  use  the  blunt  curette  and  do  not  desist  until 
your  efforts  are  crowned  with  glorious  success. 

If  the  foetus  is  dead  before  an  abortion  takes  place  you 
seldom  have  a  great  loss  of  blood,  the  uterus  being  better 
prepared  for  the  ordeal  when  it  comes.  This  kind  can  usually 
be  traced  to  some  fault  in  the  system  and  no  doubt  can  be 
remedied,  while  the  other  form  mentioned  above  is  solely 
dependent  upon  uterine  or  ovarian  affection.  Following  this 
idea  I  shall  now  give  you  a  few  cases  of  each  kind  with  their 
treatment : 

Case  I.  This  was  a  preventive  case  and,  of  course,  I  used 
the  remedy  to  that  effect.  Mrs.  S.,  aged  25  years,  dark  hair, 
dark  eyes  and  a  dark  complexion,  applied  to  me  for  treatment 
at  the  end  of  her  first  month  of  pregnancy.    She  had  no  living 
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children,  but  had  two  abortions,  each  at  the  end  of  the  second 
month.  She  had  frequent  desire  to  urinate,  with  brick  dust 
sediment  in  urine.  Was  irritable,  had  constipation  and  was 
fond  of  beer.  Stopped  the  beer  and  gave  her  nux  vomica  high, 
infrequently  repeated,  and  continued  treatment  for  four 
months,  but  prescribed  no  other  medicine.  This  broke  the 
spell  for  the  end  of  the  second  month.  She  had  no  more 
trouble,  and  at  the  end  of  her  term  gave  birth  to  fine  large  boy. 

Case  II.  The  first  case  of  actual  abortion  I  was  called  to 
attend  was,  to  say  the  least,  a  genuine  surprise  to  me.  It  was 
a  cold  night  in  mid- winter,  at  2  o'clock  a.m.,  when  a  boy  came 
for  me  to  go  three  miles  through  a  blinding  snow  storm  to  see 
his  mother  who  was  sick,  but  he  could  give  me  no  idea  of  the 
character  of  her  trouble,  only  to  come  quickly.  I  hurriedly 
went  without  making  special  preparation  for  anything  more 
than  an  ordinary  disease,  but  finding  upon  my  arrival  the  true 
condition  of  affairs  I  concluded  to  end  the  whole  trouble  before 
my  departure.  This  woman  had  advanced  to  the  end  of  the 
fourth  month  of  pregnancy  when  foetus,  which  was  living, 
came  away  without  much  warning,  and  the  hemorrhage  was 
simply  awful.  I  could  hear  the  blood  running  in  a  stream 
into  a  slop  jar  under  the  bed.  Whatever  I  was  going  to  do 
had  to  be  done  without  ceremony,  as  there  was  not  time  to 
consider  or  to  send  away  for  a  supply  of  instnunents.  That 
was  out  of  the  question.  But  with  my  right  hand  forced  or 
squeezed  into  the  vagina  and  my  two  forefingers  up  in  the 
uterus,  at  the  same  time  holding  it  firmly  down  with  my  left 
hand  pressing  on  the  abdomen  I  removed  the  placenta  all  in 
one  piece.  After  that  there  was  still  a  plentiful  supply  of 
blood  flowing  away.  Next  I  took  not  less  than  a  gallon  of  ice 
water,  held  it  about  a  foot  above  patient's  abdomen,  let  it  run 
down  in  a  gentle  stream  on  the  external  uterine  region  until 
the  vessel  was  empty.  This  settled  all  hemorrhage,  patient  was 
placed  in  a  dry  bed  and  she  made  a  splendid  recovery. 

Case  III.  Now  we  will  have  an  entirely  different  case  to 
consider.  This  lady  had  dark  hair,  dark  eyes  and  a  fair  com- 
plexion and  was  32  years  of  age.  When  I  attended  her  in 
labor  she  gave  birth  to  small,  shriveled,  partly  decomposed, 
foetus,  which  must  have  been  dead  at  least  three  weeks,  being 
at  that  time  somewhere  between  the  fifth  and  sixth  month  of 
gestation.    I  remembered  having  attended  the  same  woman  two 
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years  before  with  a  like  result — a  dead  foetus  partly  decom- 
posed and  about  the  same  in  size  and  appearance.  She  told  me 
she  had  had  a  similar  misfortune  one  year  before,  making  three 
in  three  years,  and  all  between  the  fifth  and  sixth  month  of 
utero-gestation.  They  all  presented  the  same  general  aspect, 
and  the  story  of  their  early  blight  and  subsequent  death  was 
easily  told.  Beside  these  she  had  given  birth  to  two  children 
at  full  term,  a  boy  and  a  girl,  both  of  whom  died  before  they 
were  eight  months  old,  and  if  she  informed  me  correctly 
cerebral  trouble  carried  them  away.  There  certainly  was  a 
case  that  demanded  prompt  and  immediate  attention.  The  first 
thought  that  entered  my  mind  was  the  fact  of  those  frequent 
pregnancies  and  how  to  avoid  them,  and  in  consequence  she 
was  instructed  after  recovery  to  refrain  from  intercourse  at 
least  seven  or  eight  months,  in  order  to  give  her  sufficient  time 
to  recruit,  a  rule  which  she  promptly  obeyed.  After  leaving 
her  bed  she  was  troubled  with  gastric  derangement  and  con- 
stipation and  she  received  nux  vom.  6,  one  dose  every  evening 
at  bed  time  for  the  next  two  weeks,  followed  by  a  few  doses 
of  sulphur  high.  That  condition  being  corrected  she  took 
calcarea  carbonica  6  once  every  two  weeks  at  bed  time,  and  in 
the  evenings  of  the  remaining  thirteen  days  of  the  two  weeks 
she  had  blanks.  You  will  observe  now  that  after  the  use  of 
nux  vomica  there  were  no  symptoms  in  the  case,  and  hence 
I  prescribed  this  medicine  entirely  on  the  history  of  the  patient, 
her  general  appearance,  the  fate  of  her  children,  and  her  family 
history.  Everywhere  I  could  hear  the  shout  of  calcarea 
carbonica. 

She  was  instructed  to  continue  her  treatment  until  she 
discovered  the  existence  of  pregnancy  and  then  .inform  me  of 
the  fact.  In  this,  however,  she  was  somewhat  deceived,  and 
she  did  not  report  until  some  time  between  the  fourth  and  fifth 
months  of  gestation.  Her  menses  having  continued  until  the 
end  of  the  fifth  month  she  was  not  aware  of  her  existing 
condition,  nor  were  there  any  symptoms  to  enable  her  to  deter- 
mine the  exact  state  of  herself  till  she  felt  the  foetal  movement. 
This  oversight  was  rather  disappointing  to  me,  as  I  intended 
to  make  some  change  in  the  treatment  as  soon  as  the  fact  of 
gestation  was  established.  Still,  however,  as  the  mistake  was 
unavoidable,  I  concluded  to  make  an  effort  to  attain  the  best 
possible  result,  as  there  was  as  yet  left  sufficient  time  to  grow 
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a  good  sound  homoeopathic  baby;  accordingly  she  was  then 
given  silicea  6  every  evening  for  one  week,  the  following  week 
she  had  no  medicine,  and  on  the  third  week  she  took  calcarea 
carbonica.  This  method  was  continued  through  the  balance 
of  her  term,  always  giving  a  week's  time  between  the  two 
medicines.  When  the  time  of  parturition  came  she  was 
delivered  of  a  fine  healthy  boy,  tiiie  event  taking  place  just 
nineteen  months  after  the  last  abortion. 

Two  years  after  this  one  the  lady  called  on  me  again  for 
treatment,  she  having  received  no  medicine  in  the  meantime, 
and  this  time  she  detected  her  condition  of  gestation,  and  she 
was  placed  on  the  same  treatment  as  before,  through  the  entire 
period,  at  the  end  of  which  she  gave  birth  to  one  of  the  finest 
homoeopathic  girls  I  ever  saw,  and  she  is  still  keeping  her 
record  for  vigor,  vitality  and  vim.  A  third  pregnancy  was 
treated  in  the  same  way  with  a  similar  result,  the  product  being 
another  boy.  These  children  are  still  living,  bright  and  inter- 
esting, the  pride  and  joy  of  their  mother,  their  father  having 
died,  and  the  triumph  of  homoeopathy,  for  this  and  this  alone 
saved  them  from  a  premature  grave. 

We  will  now  take  three  more  examples  of  a  somewhat 
different  character. 

Case  IV.  This  is  Mrs.  E.,  aged  32  years,  with  light  hair, 
light  eyes  and  a  light  complexion.  When  I  first  saw  this 
patient  she  had  been  confined  on  her  back  to  bed  for  one  week 
with  a  constant  bloody,  very  offensive  discharge  from  the 
uterus.  She  had  employed  an  allopathic  physician,  who  saw 
her  just  once,  and  his  advice  was  for  her  to  remain  in  bed, 
and  I  failed  to  see  how  she  could  do  otherwise.  Her  tem- 
perature was  102®,  pulse  no,  she  was  pale,  weak  and  emaciated 
and  her  whole  appearance  indicated  a  condition  of  septic 
poison,  occasioned  both  by  loss  of  blood  and  absorption  of  the 
products  of  putrefaction  within  the  uterus.  My  first  eflfort 
was  to  empty  the  uterus  of  its  offending  contents,  which  was 
accomplished  with  little  difficulty,  as  the  whole  mass  was  in  a 
state  of  dec(»nposition,  with  all  attachments  severed  from  the 
uterine  walls.  Then  we  had  in  this  case  putrescence  of  the 
uterus ;  a  distended  abdomen  with  little  or  no  pain ;  discharge 
from  the  vagina  offensive,  mixed  with  blood;  burning  hot 
fever  and  vomiting.  On  account  of  these  symptoms  she  was 
given  secale  6  in  water  every  hour  for  the  next  forty-eight 
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hours.  Beside  this  a  uterine  douche  of  calendula  in  warm 
water  was  used  morning  and  evening.  At  the  end  of  that  tinre 
temperature  fell  two  degrees  and  patient's  condition  was  some- 
what improved.  The  next  twelve  hours  she  had  blanks  and 
temperature  came  down  to  normal.  After  that  she  took 
baptisia,  not  so  frequently  repeated,  and  douche  was  continued. 
These  were  all  the  remedies  she  took,  and  in  seven  days  from 
the  time  I  first  saw  her  she  was  discharged  and  able  to  leave 
her  bed  and  sit  in  a  chair.  In  addition  to  this,  patient  had 
milk  diet,  an  enema  every  second  day  and  a  warm  bath  every 
day. 

Case  V.  This  lady  is  not  as  yet  over  the  ordeal  of  parturi- 
tion, but  I  expect  her  to  go  right  on  to  full  term.  She  has 
dark  hair,  dark  eyes  and  a  dark  complexion,  and  is  22  years 
of  age.  This  is  her  third  pregnancy.  About  two  months  ago, 
when  advanced  to  the  end  of  the  fifth  month,  she  came  to  me 
with  the  following  symptoms:  Pressing  toward  the  vulva, 
pain  in  back.  Hushed  face,  red  eyes,  heat  in  the  head  and 
considerable  discharge  of  bright-red  blood  from  the  vagina, 
the  whole  trouble  when  summed  up  indicating  an  abortion. 
I  gave  her  belladonna  12  and  my  advice  was  that  she  take 
her  bed,  which  she  did.  Next  day  there  was  a  decided  improve- 
ment in  her  case  and  all  went  well  for  a  time.  Two  weeks 
ago  she  came  to  me  with  the  same  trouble,  only  in  a  different 
form.  In  addition  to  a  discharge  of  blood  she  also  had  some 
pain  in  the  uterus,  cramps  in  fleshy  parts  of  thighs  and  legs  and 
fingers  of  both  hands.  Cuprium  met.  10  settled  the  whole  aflFair 
and  she  is  still  on  her  feet. 

Case  VI.  Here  ^e  have  an  entirely  different  case.  Mrs. 
B.,  aged  34  years,  with  dark  hair,  dark  eyes  and  a  dark  com- 
plexion, was  attended  by  myself  five  times  in  three  years 
for  abortion.  In  this  case  the  contents  of  the  uterus  were 
quickly  discharged,  followed  by  profuse  hemorrhage  of  bright 
red  blood,  with  gre^t  prostration,  constant  nausea  and  vomiting  | 

and   intense  nervous   excitement.     In  every  insltance   these  j 

attacks  yielded  to  specas  without  the  assistance  of  other  means,  j 

and  the  hemorrhage  was  rapidly  checked.     In  the  meantime 
this  lady  received  cimicifuga  high  infrequently,  repeated  on  I 

account  of  rheumatic  tendencies  and  neurasthenic  symptoms,  I 

until  finally  she  was  sufficiently  improved  to  retain  a  foetus  to  i 

full  term  and  that  process  put  an  end  to  her  hemorrhage.  ' 
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Case  VII.  Mrs.  B.  and  Mrs.  M.  were  exactly  alike,  with 
the  exception  that  one  abortion  occurred  at  the  end  of  the 
first  month  and  the  other  at  the  middle  of  the  third  month. 
Each  had  a  retained  placenta  with  very  active  and  abundant 
hemorrhage  of  bright  red  blood.  To  both  I  gave  sabina, 
removed  their  placentas  in  scraps  with  a  blunt  curette  and 
the  flow  ceased  without  further  trouble. 

Diet  is  often  a  very  important  factor  in  the  after  treatment 
of  abortion,  and  I  wish  to  call  your  attention  to  a  peculiar 
case  that  came  tmder  my  care  a  few  years  ago.  This  woman 
had  an  abortion  at  the  end  of  the  second  month.  There  was 
nothing  strange  about  it,  only  that  one  week  thereafter  she 
could  not  retain  food.  Everything  was  ejected,  even  water, 
and  our  modem  digestive  ferments  were  of  no  ccHisequence 
whatever.  They  all  came  back  as  soon  as  swallowed.  But 
there  was  no  vomiting  unless  something  was  taken  into  the 
stomach  and  the  different  remedies  did  not  control  it.  Finally* 
after  repeated  efforts,  she  was  ordered  the  old-fashioned  butter 
milk,  which  immediately  had  the  proper  staying  qualities,  as 
none  of  it  was  ejected,  and  my  patient  lived  and  feasted  on 
her  strange  diet  for  seven  weeks,  taking  two  quarts  in  twenty-- 
four  hours,  and  in  the  end  she  made  a  splendid  recovery.  I 
might  add  for  your  information  that  this  was  the  lady's  first 
effort  and  that  she  has  since  given  birth  to  two  children  at 
full  term,  which  are  still  living.^  I  have  ordered  butter  milk 
a  number  of  times  with  decided  advantage. 

In  all  the  above  cases,  my  friends,  I  have  endeavored  to 
meet  the  proper  indications  and  prescribe  in  accordance  with 
the  symptoms,  which  is  the  only  method  of  practicing  homceo- 
pathy  successfully.  In  this  manner  you  will  produce  a  cure 
where  the  empiricist,  the  alternationist,  the  combinationist  and 
many  other  materialists  have  egregriously  failed.  The  sympto- 
matic prescriber  is  still  in  evidence  in  our  school  and  with  a 
proper  knowledge  of  pathology  he  is  the  only  physician  who 
can  cure  his  patient  in  a  scientific  manner ;  the  only  real  friend 
of  homoeopathy,  and  on  hSm  and  him  alone  devolves  the  duty 
of  protecting  and  defending  its  interests  as  well  as  watching 
over  the  destinies  of  this  grand  system  of  medicine,  so  that 
it  may  ever  continue  and  the  public  taste  the  complete  fruition 
of  its  happy  usefulness. 
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A  REVIEW  OF  SIX  YEARS'  WORK  AT  A 
MATERNITY  HOME. 

BY  T.   G.   WILSON,   M.D. 

While  I  realize  that  statistical  reports  and  tables  do  not  form 
very  interesting  reading,  there  is,  nevertheless,  sometimes,  much 
valuable  information  to  be  obtained  from  a  study  of  such 
tables.  While  there  has  been  a  definite  routine  preparation 
and  aseptic  and  antiseptic  treatment  of  all  these  cases,  natur- 
ally the  exact  course  to  be  adopted  in  each  individual  case 
varied  according  to  the  views  of  the  different  "honoraries"  in 
charge  of  these  patients. 

The  home  being  for  the  use  of  married  women  only,  ail 
these  cases  were  prestmiably  such,  and  though  the  number  of 
primiparae  may  seem  sc«newhat  disproportionate  to  the  total 
number  of  cases,  I  believe  that  a  very  considerable  number  of 
these  primiparse  had  been  married  within  a  few  months  of 
their  confinement.  Of  the  i,ooo  cases  there  were  366  primi- 
parae  and  634  multipara.  There  were  1,008  children  bom,  16 
being  twins,  962  being  alive  at  the  time  of  birth,  and  46  being 
stillborn. 

Frequencies  of  presentations:  Cephalic,  981;  breech,  18; 
transverse,  i. 

Cephalic  presentations  occurred  in  the  following  frequency: 
L.O.A.,  616;  R.O.A.,  292;  R.O.P.,  47;  L.O.P.,  18;  brow,  6; 
face,  2. 

There  is  little  to  remark  on  about  the  order  of  frequency 
of  the  above  presentations,  except  the  relative  frequency  of 
brow  as  compared  with  face  cases  in  this  series.  The  greater 
frequency  of  the  second  position  of  Naegele  R.O.A.,  as  com- 
pared with  the  third,  R.O.P.,  is  accounted  for  by  the  time  at 
which  the  observation  was  made,  as  it  is  generally  recognized 
that  of  the  cases  where  the  back  of  the  foetus  lies  to  the  right 
the  head  engages  at  the  brim  of  the  pelvis  much  more  fre- 
quently R.O.P.  than  R.O.A.,  but  the  great  majority  of  these 
cases  undergo  a  long  rotation  to  the  front,  and  so  come 
eventually  to  the  R.O.A.  position.  There  were  65  persistent 
occipito-posterior  cases.  Of  these  1,000  cases  delivery  was 
accomplished  by  forceps  in  87  cases,  owing  to  lingering  labour 
or  other  complications. 
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The  following  is  a  list  of  the  chief  complications  which  were 
met  with :  2  cases  of  prolapse  of  the  cord ;  i  case  of  hydram- 
nios ;  i  case  of  carcinoma  of  cervix,  where  delivery  was  accom- 
plished by  Caesarean  section;  3  cases  of  placenta  praevia;  4 
cases  of  pyelitis  of  pregnancy ;  10  cases  of  eclampsia,  in  which 
fits  actually  occurred;  24  cases  of  toxaemia  of  pregnancy,  in 
whom  marked  toxic  symptoms  were  present,  but  who  actually 
did  not  develop  fits;  34  cases  of  post-partum  hemorrhage, 
where  the  bleeding  was  at  all  severe,  and  came  on  either  before 
or  after  delivery  of  the  placenta ;  2  cases  of  contracted  pelvis, 
in  whom  labor  was  induced  because  of  this  complication. 

In  these  1,000  cases  there  eight  deaths  directly  due  to  parturi- 
tion. These  were  due  to  the  following  causes :  Eclampsia,  3 ; 
morbis  cordis,  2 ;  placenta  praevia,  i ;  ruptured  uterus,  i ;  sepsis, 
1.  Of  the  cases  of  eclampsia,  one  died  a  few  hours  after  admis- 
sion undelivered,  the  other  two  were  delivered,  but  succumbed 
as  a  result  of  the  eclampsia.  The  two  cases  of  morbis  cordis, 
both  had  serious  organic  heart  trouble;  one  aortic,  the  other 
mitral  and  aortic,  and  both  died  within  a  few  hours  of  delivery. 
The  case  of  placenta  prasvia  died  from  loss  of  blood  before  and 
after  delivery.  The  case  of  ruptured  uterus  presents  some 
points  of  interest  She  was  admitted  to  the  home  in  a  state 
of- profound  collapse,  after  being  in  labor  for  four  days,  forceps 
having  been  applied  on  several  occasions  without  success. 
Delivery  was  accomplished  by  perforation  of  the  head,  but  the 
patient  died  half  an  hour  later,  never  rallying  sufficiently  for 
any  treatment  for  the  rupture  of  the  uterus,  which  was  diag- 
nosed beforehand.  There  was  no  bleeding  externally  nor 
intraperitoneally,  and  at  the  post  mortem  the  pelvis  was  found 
to  be  well  up  to  the  normal  measurement.  The  only  cause  of 
•obstruction  found  was  unusual  ossification  of  the  foetal  skull 
bones,  probably  due  to  post-maturity,  as  the  patient  was  four 
weeks  over  her  expected  time.  This  was  the  fifth  pregnancy, 
three  being  stillborn  and  the  fourth  being  two  weeks  over  time. 
This  post-maturity  of  the  foetus^  though  an  unusual  cause  of 
dystocia,  is  a  well  recognized  one,  and  is  one  of  the  conditions 
in  which  Caesarean  section  has  been  deemed  justifiable  if 
diagnosed  before  dilatation  of  the  cervix.  This  patient's  con- 
dition on  admission  precluded  the  possibility  of  any  major 
abdominal  c^ration.  The  case  of  sepsis  was  in  the  home  only 
a  few  hours,  and  was  septic  on  admission,  with  a  pulse  of  130 
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and  a  temperature  of  103**.  She  was  sent  to  the  hospital, 
where  she  died  next  day.  Amongst  these  1,000  cases  there 
were  35  cases  where  septic  symptoms  post-partum  were 
serious  enough  to  necessitate  local  treatment,  curettage,  or 
washing  out  the  uterus.    These  all  recovered. 

^    ^    ^ 

MIDWIFERY  STATISTICS. 

BY  A.   A.    HAMILTON,   M.D. 

I  think  we  all  owe  Dr.  Wilson  a  debt  of  gratitude  for  the 
very  interesting  paper  which  he  has  compiled.  Personally  I 
have  also  to  thank  him  for  sending  me  an  advance  copy  of  his 
paper  and  I  have  compiled  some  statistics  from  my  private 
practice  for  comparison.  That  they  may  be  thoroughly  repre- 
sentative of  private  practice  I  have  omitted  all  cases  attended  at 
an  institution  with  which  I  was  connected  for  some  years. 
With  this  exception,  and  the  omission  of  a  few  cases  attended 
on  behalf  of  colleagues,  which  I  had  no  opportimity  of  follow- 
ing up,  these  notes  represent  1,000  consecutive  cases. 

My  routine  instructions  to  the  patients  are  to  take  a  warm 
bath  and  a  dose  of  castor  oil  when  the  pains  begin,  and  to 
provide  beforehand  some  solyptol  coap,  creodol  and  a  new 
nailbrush.  On  reaching  the  house  I  wash  my  hands  well  in 
hot  water,  generally  with  solyptol  soap,  using  the  nailbrush 
freely  on  the  nails  and  sparingly  on  the  rest  of  the  hands.  I 
then  wash  well  in  creodol  or  lysol  lotion,  and  finally  soak  my 
hands  in  biniodide  of  mercury,  about  i-iooo.  The  vulva  is 
washed  with  lotion.  The  only  lubricant  I  have  used  for  years 
is  soap. 

Number  of  cases,  1,000;  bom  before  arrival,  182;  twins,  15; 
abnormal  presentations,  232,  as  follows:  occipito-posterior,. 
186;  breech,  25;  foot,  10;  face,  4;  transverse,  3;  funis  and 
head,  2;  head  and  hand,  i;  knee,  i.  Complications:  P.P. 
hemorrhage  (prim.  25,  sec.2),  27;  placenta  praevia,  7;  eclamp- 
sia, 2;  anencephalous  monster,  i.  Mode  of  deliver}':  forceps, 
433  (52.93  per  cent.) ;  version,  22.  Administration  of  anes- 
thetic, 482  (59.65  per  cent).  Deaths,  2;  morbidity,  i,e,,  a  rise 
of  temperature  to  100**  twice  between  the  second  and  eighth 
days  of  the  puerperium,  13  (1.3  per  cent).    Morbidity  rates 
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cannot  fairly  be  compared  in  hospital  and  private  practice,  as 
in  the  latter  the  temperature  is  not  taken  with  the  same  regu- 
larity. In  my  cases,  unless  a  trained  nurse  were  in  attendance, 
I  took  the  temperature  at  my  ordinary  visits  on  the  first,  second,, 
fourth  and  sixth  days.  Of  course,  when  any  rise  occurred  I 
took  the  temperature  on  the  following  day.  This,  naturally, 
does  not  affect  the  cases  of  definite  sepis,  requiring  treatment. 
The  very  large  number  of  occipito-posterior  presentations 
compared  with  the  home  cases,  viz.,  i86  against  65,  may  be 
easily  explained.  No  doubt  the  majority  of  mine  would  have 
undergone  spontaneous  rotation  if  the  agony  of  the  mothers 
had  been  sufficiently  prolonged.  My  practice  for  many  years 
has  been,  when  the  os  is  fully  dilated  or  easily  dilatable  and 
the  head  does  not  come  down,  to  anesthetize  the  patient,  pass 
my  left  hand  in  till  I  can  grasp  the  head,  and  satisfy  myself 
thoroughly  as  to  the  exact  presentation.  Then,  if  occipito- 
posterior,  I  rotate  the  head  and  hold  it  in  the  proper  position 
till  one  or  both  blades  of  the  forceps  are  adjusted,  and  complete 
the  delivery. 

It  is  difficult  to  compare  statistics  of  hemorrhage,  as  there 
is  no  definite  standard  and  each  observer's  ideas  may  vary. 
The  27  cases  which  I  have  recorded  include  many  slight  ones 
and  a  very  few  more  serious.  The  two  deaths  comprise  one 
from  pneumonia,  which  was  not  due  to  parturition  at  all,  and 
one  from  placenta  praevia.    The  cases  are  as  follows : 

Mrs.  G.  B.,  aet.  38,  7-para,  due  about  March  3.  Well  up  to 
March  i  when  pain  came  on  in  right  side.  March  2 :  tempera- 
ture loi**,  pain  very  acute,  abundant  rusty  expectoration. 
Baby  born  that  evening  by  natural  efforts,  after  a  very  easy 
labor  of  one  and  a  quarter  hours.  March  3 :  consolidation  of 
right  base.  March  4:  consolidation  of  right  upper  lobe  as 
well.  Died  that  evening  of  collapse.  She  had  twice  suffered 
frcMn  pneumonia  during  the  previous  ten  years. 

Mrs.  S.,  aet.  37,  always  delicate,  primipara,  married  seven- 
teen years.  Hemorrhage  set  in  early  in  the  morning,  and  she 
had  lost  a  good  deal  before  I  was  sent  for.  The  placenta 
covered  about  half  the  os,  and  I  turned  and  delivered.  The 
placenta  was  closely  adherent  over  a  considerable  area.  She 
died  about  two  hours  afterwards  with  symptoms  suggestive  of 
pulmonary  embolism. 

Morbidity. — Of  the  thirteen  under  this  head,  five  had  a  rise 
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of  temperature  on  two  days  only.  One  was  due  to  mental 
excitement,  one  to  advanced  phthisis  and  haemoptysis,  and  one 
to  hemiplegia,  which  came  on  suddenly  on  the  third  day, 
probably  embolic. 

Three  cases  were  up  to  100°  on  four  days.  One  from 
mastitis,  another  traumatism  in  a  very  severe  instnmiental  case, 
where  version  was  performed  after  the  forceps  had  failed,  and 
the  perinetmi  was  torn  into  the  rectum.  The  temperature  only 
reached  100.4**  at  highest  and  good  primary  union  of  the 
perineum  was  secured.  The  third  was  a  primipara  with  old 
morbus  coxae,  whose  left  hip  was  much  flattened  and  riddled 
with  discharging  sinuses  at  the  time  of  delivery.  There  were 
three  cases  of  definite  septic  infection,  in  which  the  temperature 
r^nained  above  normal  for  eleven,  eleven  and  seventeen  days 
respectively. 

In  a  paper  written  in  1889, 1  dwelt  on  the  powerful  influence 
(on  morbidity)  exercised  by  tears  of  the  perineum;  I  wrote 
then :  "Tears,  which  would  not  interfere  in  the  least  with  the 
functions  of  the  perineum,  or  give  rise  to  any  after  discomfort, 
may  be  sources  of  serious  danger  as  openings  for  septic 
absorption."  That  is  as  true  now  as  it  was  nineteen  years  ago, 
and  I  believe  that  careful  suturing  of  the  perineum,  even  in 
trifling  tears,  plays  an  important  part  in  preventing  rises  of 
temperature. 

We  come  now  to  the  percentage  of  cases  in  which  anesthetics 
were  administered  and  forceps  used.  In  practically  all  these 
cases  A.C.E.  was  employed.  The  quantity  used  varied  from 
about  40  minims  to  about  19  drachms,  and  the  duration  of 
administration  from  ten  to  fifteen  minutes  to  about  two  hours. 
I  never  give  A.C.E  till  the  os  is  fairly  dilated,  or  at  least  soft 
and  dilatable,  and  when  once  the  patient  has  lost  her  sensibility 
to  pain,  I  do  not  allow  her  to  regain  it  till  the  placenta  has 
been  removed  and  the  perineum  made  secure.  In  the  earlier 
stages  of  labor  much  may  be  done  to  mitigate  the  patient*s 
sufferings  and  hasten  the  dilation  of  the  os,  by  the  hypodmeric 
injection  of  morphia,  either  alone  or  combined  with  atropia. 
It  is  astonishing  sometimes  to  note  how  rapidly  the  os  dilates 
and  how  quickly  labor  progresses  under  the  influence  of 
morphia.  I  am  sure  we  might  all  make  much  more  use  of  this 
drug  in  these  cases  than  we  do,  with  great  benefit  to  our 
patients. 
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Statistics  of  private  and  hospital  practice  on  the  use  of 
anesthetics  and  forceps  must  always  diflfer  widely.  Hospital 
statistics  are  useful  to  remind  us  of  what  Nature,  comparatively 
unaided,  can  accomplish. 

Pregnancy  and  parturition  are  so  familiar  to  us  that  we 
seldom  pause  to  consider  what  they  really  mean  to  each 
individual  woman.  Nine  months  of  tedious  waiting  with,  in 
most  cases,  numerous  minor  discomforts  and  inconveniences, 
to  put  it  mildly ;  then,  ever  looming  in  the  background,  drawing 
nearer  day  by  day,  hovers  -the  grim  spectre  of  pain,  guarding, 
as  it  were  with  the  fiery  sword  of  agony,  the  gates  of  the 
paradise  of  motherhood.  Can  we  wonder  that  some  shrink 
from  treading  such  a  Via  Dolorosa?  Rather  may  we  marvel 
at  the  steadfast  courage  with  which  the  majority  face  the 
situation. 

We  owe  to  the  whole  of  womankind,  to  our  own  humanity, 
and  to  the  profession  to  which  we  are  proud  to  belong,  the 
duty  of  relieving  the  pangs  of  child-birth  as  much  as  we 
possibly  can,  consistently  with  the  safety  of  our  patients.  Then 
comes  the  crucial  question:  Is  the  safety  of  our  patients 
endangered  by  the  free  use  of  anesthetics  and  forceps  in  skilled 
hands?  The  frequent  use  of  forceps  I  regard  as  a  necessar}' 
corollary  to  the  free  use  of  anesthetics.  Morphia,  in  the  early 
stages,  seems  free  from  any  bad  results.  An  enormous  number 
of  records  have  proved  that  the  administration  of  ether,  chloro- 
form or  some  combination  of  the  two,  to  the  extent  required 
in  child-birth,  is  practically  free  from  any  direct  risk.  The 
one  charge  frequently  laid  to  the  door  of  anesthetics  is  that 
they  increase  the  tendency  to  hemorrhage.  Do  any  of  us  really 
believe  that  hemorrhage  is  a  greater  bugbear  nowadays  to 
ourselves  than  it  was  to  our  forefathers?  Is  it  not  rather  a 
fact,  with  improved  methods  of  dealing  with  the  third  stage  of 
labor,  serious  hemorrhage  is  becoming  more  rare?  The  27 
cases  in  my  record  include  many  which  were  very  slight  and 
required  no  treatment  beyond  a  little  extra  pressure  on  tlie 
fundus.  The  only  case  of  primary  post-partum  hemorrhage 
which  gave  me  any  real  anxiety  was  one  in  which  the  baby 
was  bom  by  natural  efforts  during  my  absence. 

So  much  for  drawbacks.  The  advantages  are  manifold  and 
obvious.  Not  the  least  is  the  fact  that  we  minimize  the  dread 
of  labor,  and  lessen  the  temptation  to  shirk  the  duties  of 
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maternity.  How  often  do  we  hear  a  patient  say,  "I  don't  care 
a  bit  as  long  as  I  have  chloroform."  Now  that  the  falling 
birth-rate  is  a  burning  question  in  politics  and  the  pulpit,  we 
must  diminish  as  far  as  possible  the  terrors  of  the  lying-in 
chamber.  We  shorten  the  hours  of  labor,  economize  the 
physical  strength  and  vital  energy  of  the  patient,  and  are 
enabled  to  diagnose  with  certainty  at  an  early  stage,  and,  as  a 
rule,  correct  with  facility  O.P.  presentations,  thus  saving  many 
hours  of  weary  suffering.  By  guiding  the  head  we  can  help  ta 
preserve  the  integrity  of  the  perineum,  and  can  restore  it,  when 
torn,  without  inflicting  additional  pain.  ,  We  have  heard  much 
of  "meddlesome  mid-wifery,"  and  of  providing  work  for 
gynecologists  by  interfering  with  the  course  of  nature.  Dr. 
Wilson  strikes  the  true  note  when  he  refers  to  septic  infecticm 
causing  subsequent  serious  troubles.  It  is  not  the  skilful  use 
of  forceps,  nor  the  careful  administration  of  anesthetics  which 
gives  employment  to  our  friends,  the  gynecologists.  It  is 
septic  infection  first  and  last.  I  quote  no  authorities,  but  leave 
my  figures,  a  morbidity  of  1.3  per  cent.,  a  mortality,  due  to 
parturition,  of  .1  per  cent.,  and  septic  infection  in  at  most  .4^ 
or  possibly  .5  per  cent.,  to  answer  the  question  whether  my  last 
1,000  private  patients  have  incurred  serious  and  increased 
risks,  owing  to  my  free  use  of  anesthetics  and  forceps,  safe- 
guarded by  careful  antiseptic  precautions. 

f}»  4»  4» 

FEMORAL   THROMBOSIS    FOLLOWING   BREAST 
AMPUTATION. 

CURTISS    GINN,    M.D. 

I  wish  to  report  to  the  society  three  cases  of  this  condition 
occurring  in  two  patients. 

These  patients  present  a  similarity  in  their  social  condition, 
their  age,  the  fact  that  both  required  an  amputation  of  the 
second  breast  and  both  are  living  at  a  period  of  over  four  years 
from  the  last  operation,  without  any  occurrence. 

The  cases  are  as  follows : 

Mrs.  F.  L.  L.,  act.  45,  mother  of  three  children,  youngest  11, 
past  physical  history  uneventful,  has  had  tumor  in  right  breast 
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ioT  some  months,  was  treated  by  an  osteopath  until  hemorrhage 
occurred  from  the  nipple,  causing  the  tumor  to  enlarge  rapidly 
and  become  very  painful.  Amputation  done  1901,  radical, 
sacrificing  the  pectoralis  major,  pectoralis  minor,  fascia  and 
glands  of  the  axilla.  After  the  operation,  notwithstanding  a 
perfectly  normal  pulse  and  temperature,  an  intense  pain  began 
in  the  umbilical  region,  for  which  at  the  time  no  cause  could 
be  assigned.  At  the  end  of  the  first  week,  pain  in  the  left  leg 
appeared,  followed  by  a  typical  phlebitis.  This  ran  a  course  of 
-some  weeks.  In  1903,  the  patient  returned  with  pain  in  the  left 
breast,  and  on  examination  I  found  a  small  nodule,  evidently 
malignant,  so  the  breast  was  removed,  though  the  operation  was 
much  less  extensive  than  before.  No  sign  of  recurrence  in  the 
scar  left  by  the  former  operation  was  found.  Following  the 
■second  operation  a  lymphcedema  of  the  left  arm  slowly 
appeared,  simulating  the  swollen  condition  sometimes  seen  in 
inoperable  carcinoma.  At  the  present  writing  the  oedema  is 
5till  unchanged,  but  the  woman  presents  no  further  symptoms 
of  malignancy  and  is  earning  her  livelihood  as  a  bookkeeper. 

Mrs.  Z.,  act.  48,  mother  of  seven  children,  past  medical 
history  uneventful,  except  a  severe  case  of  phlebitis  following 
<:hild-birth  some  twenty  years  ago.  Removed  her  breast  in 
1900,  complete  operation.  In  a  few  days  pain  began  in  the 
umbilical  region  followed  by  pain,  oedema  and  the  usual 
symptoms  of  a  phlebitis  in  the  right  leg.  This  was  unusually 
severe,  it  being  six  months  before  the  woman  was  able  to  use 
her  limb. 

Within  a  year  the  right  breast  showed  a  malignant  nodule 
and  a  second  complete  operation  was  done.  This  was  followed 
by  umbilical  pain  and  a  slight  attack  of  phlebitis  in  the  left  leg. 

This  woman  at  the  present  time  is  taking  the  entire  charge 
of  her  family,  washing,  ironing,  etc.,  though  her  limbs  still 
have  to  be  bandaged. 

Thrombosis  following  surgical  interference  is  not  rare  and 
may  be  divided  into  septic  and  aseptic. 

The  etiology  of  septic  thrombosis  is  easily  explained  and  of 
this  first  division  I  shall  have  nothing  to  say  in  this  paper,  but 
the  clotting  occurring  in  clean  cases  is  more  puzzling. 

Here  the  clot  must  arise  from  one  of  two  causes,  some 
abnormality  in  the  circulating  apparatus  or  in  the  circulating 
medium  itself. 
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As  regards  the  circulatory  apparatus,  an  insufficient  amount 
of  force  may  be  applied  to  moving  the  amount  of  blood,  or  the 
force  which,  under  normal  arterial  tone  may  be  sufficient,  will 
not  be  great  enough  under  a  lessening  of  this  tone.  Or  the 
two  may  be  associated  with  each  other,  as  seen  in  cachectic 
cases. 

When  we  come  to  the  afferent  blood  tubes  or  veins  we  may 
have  abnormalities  in  their  length  or  in  their  lumen.  This  may 
be  acquired  or  congenital. 

The  acquired  are  due  to  lack  of  tone  in  the  vessel  wall. 

Concerning  the  congenital  abnormalities,  McMurrich  in  a 
very  interesting  paper  gives  his  findings  and  statistics  in  107 
cases  of  post-mortem  examinations  as  regards  the  condition  of 
the  iliac  veins. 

In  35  out  of  tlie  107  cases,  he  found  a  deviation  from  the 
normal  consisting  of  a  narrowing  of  the  common  iliac  due  to  a 
fusion  of  the  anterior  and  posterior  wall  of  the  vein.  This 
occurred  in  five  or  six  variations  ranging  from  a  septum  com- 
pletely dividing  the  lumen  into  two  more  or  less  unequal 
tunnels  to  a  slight  lateral  narrowing. 

In  33  out  of  the  35,  the  obstruction  was  on  the  left  side. 

To  this  frequent  abnormality  may  be  added  the  fact  that  the 
left  common  iliac  vein  passes  under  the  artery  of  the  same 
name  and  is  subject  to  a  certain  amount  of  pressure  from  it. 

An  abnormality  of  this  kind  in  a  patient  with  a  good  pres- 
sure in  the  veins  due  to  plenty  of  force  in  the  heart  systole 
and  arteries  of  firm  tone  may  give  rise  to  no  disturbance,  but 
when  a  lowering  of  systolic  pressure  comes,  as  frequently 
happens  from  anesthesia,  the  conditions  are  ripe  for  the  occur- 
rence of  a  thrombosis. 

There  may  be,  and  probably  is,  in  most  cases  some  chemical 
change  in  the  plasma.  The  coagulating  property  of  the  blood 
is  due  to  fibrinogen  and  this  is  due  in  turn  to  fibrin  ferment 
which  becomes  active  under  ordinary  circumstances,  upon 
exposure  to  air. 

Krehl  states  that  there  is  a  definite  proportixxi  between  the 
amount  of  fibrim  and  the  number  of  leucocytes.  Assuming  this 
to  be  correct,  after  every  operation  of  any  magnitude  there  is 
a  greater  or  less  leucocytosis,  thus  increasing  the  coagulability 
of  the  blood. 

In  this  connection  of  aseptic  thrombosis,  it  would  seem  that 
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both  causes,  mechanical  and  chemical,  must  be  present,  other- 
wise the  cases  would  be  much  more  numerous,  as  one  or  the 
other  of  the  causes  is  present  in  most  operations. 

In  some  cases  one  might  assume  that  the  initial  thrombosis 
took  place  in  the  internal  mammary  vein  during  or  subsequent 
to  the  surgical  manipulation  itself.  This  clotting  extending  by 
continuity  down  the  internal  mammary,  the  superior  and 
inferior  epigastric  to  the  iliac  vein.  This,  however,  would  be 
difficult  to  prove.  However,  such  a  venous  anastomosis  does 
exist  between,  the  upper  trunk  and  the  lower  trunk. 

As  regards  the  treatment  it  ought  to  be  mostly  preventive. 

Every  surgical  case  should  be  examined  to  find  the  index  of 
blood  coagulability  and  the  arterial  tension  taken  as  a  guide  to 
the  amount  of  vis-a-tergo  of  the  blood  current. 

If  a  low  tension  or  an  increased  coagulability  of  the  blood, 
or  both,  are  found,  the  preventive  measures  should  begin  on 
the  operating  table.  Elevate  the  limbs,  wrapping  them  in 
cotton  wool,  decrease  the  operating  time  to  a  minimum,  give 
adrenalin  to  increase  the  tension  and  accelerate  the  blood 
current. 

Keep  the  patient  quiet.  Emil  Ries  and  Bolt  both,  however^ 
take  the  opposite  view  and  are  in  favor  of  having  the  patient 
moved  at  the  earliest  possible  moment  and  assume  the  upright 
position.  Such  a  procedure,  by  calling  into  play  the  force  of 
gravity,  shows  the  venous  current  and  makes  the  clotting  all 
the  more  liable. 

Discussion. 

Dr.  B.  W.  Dawley :  J  have  been  interested  recently  in  the 
subject  of  phlebitis  following  the  removal  of  malignant  neo- 
plasms, having  had  two  cases  in  which  the  phlebitis  occurred 
on  the  fourteenth  and  forty-second  days,  respectively,  following 
the  operations. 

It  is  generally  conceded  that  all  cases  of  phlebitis  following 
removal  of  malignant  growths  are  infective  in  origin,  but  if 
they  are  infective  in  origin,  the  infection  must  occasionally  be 
secondary,  for,  in  both  of  my  cases  the  incisions  healed  by 
primary  union — ^not  a  drop  of  pus  being  in  evidence.  Yet  the 
phlebitis  occurred  on  the  fourteenth  day  in  the  one  case  follow- 
ing the  operation  and  on  the  forty-second  day  in  the  other  case. 

The  explanation  is  that  the  veins  associated  with  malignant 
growths  are  more  or  less  varicosed  and  devitalized  and  oflFer 
feeble  resistance  to  germ  invasion.    Inasmuch  as  bacteria  may 
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be  demonstrated  normally  in  the  blood  currents  and  tissues  of 
healthy  individuals,  it  can  readily  be  seen  how  an  over- 
distended  and  unhealthy  vein  may  be  the  subject  of  bacterial 
attack  after  an  operation  for  malignant  growth,  the  onset  of 
such  attack  occurring  even  weeks  after  such  operation. 

Dr.  Biggar :  Dr.  Ginn  has  very  properly  called  attention  to 
the  position  in  an  amputation  of  the  breast.  I  think  it  is  quite 
an  important  point.  Phlebitis  is  very  often  caused  by  pressure 
not  only  at  the  time  of  operation,  but  at  the  time  of  convales- 
cence. We  used  to  put  on  the  dressing  by  strapping  the  arm 
tight  against  the  side  and  we  formerly  operated  by  having  the 
arm  at  the  time  of  operati<»i  in  an  extended  position  above  the 
head,  sometimes  tying  the  hand  on  the  opposite  side,  behind 
the  head.  In  these  breast  amputation  operations,  if  the  arm  is 
free  and  there  is  no  tension  at  the  time  of  operation,  by  putting 
your  dressing  on  with  the  arm  outside  (don't  keep  it  confined) 
you  will  get  better  results.  Place  the  patient  up  in  a  half- 
sitting  position,  as  early  as  possible,  in  fact,  right  after  the 
anesthetic  is  administered  and  you  will  avoid  nausea  and  the 
patient's  recovery  will  be  greatly  accelerated. 

Dr.  Pulford:  My  experience  in  these  cases  of  engorgement 
of  the  breast  after  confinement  is  that  a  tear  is  often  to  be 
found  in  the  cervix  of  the  uterus.  Where  cancer  of  the  breast 
is  present  in  females  who  have  borne  many  children,  tears  of 
the  cervix  have  been  neglected.  It  is  well  to  look  to  the  uterus 
in  such  cases. 

Dr.  Overpeck :  Very  recently  I  have  had  the  most  serious 
case  of  phlebitis  I  have  ever  treated.  A  woman,  perhaps  60 
years  of  age,  who  has  had  for  some  time  cancer  of  the  breast 
The  glands  around  under  the  arm  are  very  much  enlarged.  She 
will  not  consent  to  an  operation  for  the  cancer.  After  about 
four  and  a  half  weeks  the  phlebitis  is  well ;  still  the  cancer  is 
there.  Did  the  cancer  in  the  system  have  any  influence  in  the 
development  of  the  phlebitis? 

•fr    *    * 

ON  A  CASE  OF  EXTRA-UTERINE  GESTATION  PRE- 
SENTING SPECIAL   CLINICAL   FEATURES. 

BY    H.    WYNNE  THOMAS,    M.D.,   AND  GEORGE  BURFORD,    M.D. 

One  of  us  has  aforetime  recorded  various  unusual  cases  of 
extra-uterine  gestation  that  have  come  within  his  experience. 
Once  it  was  a  degenerating  foetus  of  twenty-two  weeks,  that 
was  successfully  removed  from  the  abdominal  cavity  after  it 
had  been  expelled  from  the  tube,  the  placenta  remaining  intact 
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in  the  tubal  sac.  Again,  the  rare  phenomenon — sixth  recorded 
case  in  the  medical  literature  of  the  world — of  bilateral  and 
simultaneous  tubal  gestation,  operatively  demonstrated  and 
dealt  with.  Next,  an  early  tubal  pregnancy,  diagnosed  as 
such  and  removed  before  abortion  or  rupture  had  super-added 
their  classical  symptoms.  The  present  case  is  one  in  which 
indications  of  gestation  were  throughout  obscured  by  hemor- 
rhages of  the  periodic  type,  the  uterus  by  bimanual  examina- 
tion being  obviously  empty;  where  nausea  and  vomiting  were 
marked  symptoms  in  the  course  of  tubal  gestation,  both  before 
and  after  rupture ;  where  no  history  of  preceding  amenorrhea 
was  given,  and  where  this — the  first  pregnancy — ^had  no  ante- 
cedent normal  conceptions  as  standards  of  comparison. 

The  patient  was  a  lady,  aged  39,  and  married  eighteen 
months  before  the  commencement  of  this  history.  An  opera- 
tion for  appendicitis  had  been  perfcwmed  some  two  years 
prior  to  marriage.  All  went  well  in  the  married  life  of  the 
patient  for  a  twelvemonth,  when  the  customary  "chill,"  from 
which  few  peritoneal  histories  are  exempt,  appeared  on  June 
17,  1908,  the  catamenia  being  a  little  before  time  in  this  month. 
But  thereafter  the  periods  became  increasingly  less,  and  the 
interval  prolonged  to  five  or  six  weeks;  the  October  period 
being  particularly  scant.  Concurrently  with  this  aberration 
on  the  part  of  the  periods,  nausea  now  obtruded  itself  some 
half-hour  after  food,  and  pain  in  the  lower  abdomen  was 
complained  of.  Still,  what  was  considered  as  the  menstrual 
flow  recurred,  though  at  varied  intervals,  and  in  lessened 
volume.  > 

On  October  6  the  catamenia  came  on,  from  the  patient  s 
point* of  view,  "naturally,"  the  normal  character  ceasing  on 
the  7th,  and  tailing  oflF  the  next  day  in  a  darkish  brown  dis- 
charge. On  the  9th  a  railway  journey  was  taken,  and  the 
following  day,  while  straining  at  stool,  sharp  abdominal  pain 
was  felt.  This  pain  passed  away.  Next  day  found  the  patient 
out  walking,  but  in  the  evening  the  abdominal  distress  grew 
acute,  the  patient  became  sick,  and  almost  fainted.  A  local 
physician  was  called  in,  who  diagnosed  pregnancy,  and,  by 
way  of  accounting  for  the  recent  sharp  pain  at  stool,  fisstire 
of  the  rectum  was  added  to  the  diagnosis.  Five  days  after,  the 
patient  returned  home  by  rail. 

The  following  day  she  was  seen  by  one  of  us,  who  found 
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that  the  rectal  fissure  had  taken  to  itself  wings  and  flown,  for 
the  examining  finger  could  be  passed  into  the  rectum  pain- 
lessly and  readily.  The  uterus  was  found  in  its  normal  direc- 
tion of  anteversion,  but  pushed  over  to  the  left;  and  <mi  the 
right — ^the  same  side  as  the  former  operation — ^an  indefinable 
and  non-fluctuant  swelling  was  made  out.  Next  day  the 
bowels  responded  to  enema;  some  tenderness  in  the  right 
flank  was  experienced,  but  the  lady  was  up  and  about  her 
house. 

Various  detached  symptoms  now  ensued;  on  one  day  a 
chocolate-colored  discharge  appeared;  abdominal  pain  was 
renewed  by  enema,  and  sickness  followed ;  now  she  was  chilly 
and  now  perspiring;  but  these  were  passing  phases  merely, 
without  continuance. 

On  November  23  we  saw  her  conjointly.  The  temperature 
was  99.2°  F.  in  the  evening,  and  the  pulse  78.  The  abdomen 
was  sensitive  to  touch  and  pressure,  but  nowhere  distended. 
The  uterus  was  displaced  to  the  left  side,  and  bimanually  was 
obviously  empty,  and  of  average  dimensions.  But  the  pelvic 
floor  was  rigid,  indicating  plastic  eflFusion ;  the  tender  abdomen, 
the  stiflFened  pelvic  floor,  and  the  nulliparity  of  the  patient, 
rendered  detailed  physical  examination  without  anesthetic  a 
matter  of  special  and  peculiar  difficulty.  Strict  rest  in  bed 
was  enjoined,  and  a  tubal  swelling  as  the  nucleus  of  the  pelvic 
enlargement  diagnosed. 

But  the  condition  did  not  improve.  True,  the  temperature 
never  rose  to  100''  F.,  nor  was  the  pulse  over  82,  yet  the  nausea 
and  vomiting  remained  as  distressing  symptoms.  Abdominal 
pain  increased,  and  was  generally  referred  to  the  umbilicus. 
Colocynth  gave  relief  to  the  paroxysms.  The  sleep  was  fitful 
and  the  nights  bad.  On  November  29  the  pain  became  intense, 
and  the  patient  collapsed :  the  pulse  was  small,  80  per  minute, 
and  the  abdomen  generally  tender.  In  two  or  three  days  a 
rally  had  been  eflFected;  the  pain  had  lessened,  the  sleep  was 
more  satisfactory,  the  pulse  was  82.  Another  violent  attack 
of  pain  occurred,  the  patient  again  became  collapsed,  the  pulse 
rose  to  120;  the  nausea  and  sickness  had  become  so  inveterate 
that  rectal  feeding  was  commenced  and  continued. 

The  patient  looked  anemic;  and  the  urgent  necessity  for 
abdominal  operation  was  impressed  on  the  friends  and  con- 
veyed to  the  lady  herself.     The  next  few  days  were  utilized 
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in  special  preparation  for  the  operative  stress.  Rectal  feeding 
each  second  hour,  small  quantities  of  champagne  by  the  mouth, 
and  the  occasional  use  of  strychnine  definitely  improved  the 
physical  condition,  so  that  on  December  9  the  patient  was  safely 
transported  to  the  Memorial  Hospital.  Operation  was  under- 
taken on  the  1 2th.  Just  prior  to  operation  three  shreds  of 
membrane  were  passed  for  the  first  time  from  the  vagina; 
there  was  no  hemorrhage. 

Dr.  Thomas  anesthetizing,  and  Dr.  Johnstone  assisting,  Dr. 
Burford  opened  the  abdomen  and  found  the  extra-uterine 
gestation  entirely  roofed  over  by  omental  and  other  adhesions ; 
no  free  blood  presented  itself.  The  adherent  tissues  were 
separated,  the  foetus  and  blood-clot  removed,  the  tubal  sac 
separated,  ligatured  and  ablated ;  various  pouches  of  blood-clot 
were  emptied,  mainly  deep  in  the  flanks ;  the  abdominal  cavity 
was  irrigated  with  sterilized  water,  and  the  abdomen  closed 
without  any  drain.  There  was  no  collapse ;  no  transfusion  was 
necessary. 

The  patient  made  an  excellent  surgical  recovery  from  opera- 
tion, the  main  disttirbing  element  being  insomnia  during  the 
earlier  stage  of  the  convalescence,  a  difficulty  which  had 
presented  itself  closely  following  on  the  earlier  appendix 
operation  also.  By  the  persistent  use  of  remedies  such  as 
aconite  3,  belladonna  3,  at  night,  this  symptom  was  eliminated. 
We  have  never  found  the  employment  of  the  so-called  sedatives 
in  tangible  doses  of  any  avail  whatever  in  the  cure  of  insomnia 
in  pronounced  cases  at  this  juncture.  A  later  difficulty  ensued 
in  the  shape  of  a  desquaiflative  dermatitis,  due  to  enema 
absorption,  accompanied  by  a  rise  in  temperature;  it  persisted 
for  some  time  and  caused  much  discomfort.  The  surgical 
part  of  the  convalescence  was  without  event. 

NOTE  BY  DR.   BURFORD. 

In  deciding  on  operative  relief  for  this  patient,  the  clinical 
course  required  and  received  the  most  careful  consideration. 
Early  in  the  case  the  diagnosis  of  ectopic  gestation  was 
canvassed,  but  the  signs  and  symptoms  as  determined  at  the 
bedside  were  decidedly  too  inconclusive  to  warrant  exploratory 
operation.  Though  the  clinical  history  as  here  given  contains 
nothing  adverse  to  this  diagnosis,  yet  the  development  of  the 
illness  from  day  to  day  and  from  week  to  week  as  actually 
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observed,  was  not  defined  enough  to  warrant  operative  pro- 
cedure until  late  in  the  history  of  the  case.  That  the  symptoms 
were  pelvic  in  origin,  and  involved  a  tubal  enlargement  with 
secondary  peritonitis,  was  clear  throughout;  only  the  further 
development,  with  more  definite  crises,  removed  the  case  from 
the  physician's  to  the  surgeon's  sf^ere.  There  had  been 
already  an  abdominal  operation  in  the  same  zone,  and  the 
lesion  might,  for  aught  that  was  known,  have  been  tubercular. 
There  had  been  no  defined  amenorrhea,  ended  by  any  irregular 
uterine  oozing.  Until  late  in  the  case  the  tout  ensemble  did 
not  include  anemia.  With  the  persistent  nausea  was  a  demon- 
stration of  the  uterine  emptiness;  with  each  crisis  of  pain 
came  clear  indications  of  a  rapid  peritoneal  protection.  The 
case  well  illustrates  the  unravelling  of  incomplete  and  obscure 
data  by  persistent  observation  on  the  part  of  the  physician, 
and  the  satisfactory  issue  of  the  combined  work  of  physician 
and  surgeon. 

•fr    *    * 

MANAGEMENT  OF  THE  THIRD  STAGE  OF  LABOR, 
AND  THE  PUERPERIUM.* 

BY  GEORGE   L.    BRODHEAD^    M.D. 

The  puerperium  may  be  so  influenced  by  the  management  of 
the  third  stage  of  labor,  that  a  brief  consideration  of  this  stage 
may  properly  precede  the  management  of  the  puerperium. 
The  prevention  and  control  of  hemorrhage,  and  the  removal  of 
the  placenta,  require  close  observation,  and  skill  in  the  appli- 
cation of  proper  treatment.  Prior  to  the  removal  of  the 
placenta,  the  best  agents  at  our  disposal  for  the  prevention  and 
control  of  bleeding,  are  massage  and  ergot.  Immediately  after 
the  birth  of  the  child,  the  fundus  uteri  lies  at  or  below  the  level 
of  the  navel,  and  during  the  entire  third  stag^,  the  fundus 
should  not  be  allowed  to  rise  higher.  The  physician  himself, 
unless  there  is  a  competent  nurse,  should  watch  the  uterus 
carefully,  avoiding  manipulation  when  there  is  contraction,  and 
using  massage  when  the  uterus  is  relaxed.  I  am  confident 
that  in  many  of  my  operative  cases,  especially^  I  have  been  able 

*Read  before  the  ainical  Society  of  the  New  York  Post-Graduate 
Hospital. 
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considerably  tp  limit  blood  loss,  by  having  a  trained  assistant 
handle  the  uterus  during  the  third  stage.  If  the  uterus  is  held 
properly,  concealed  hemorrhage  is  impossible,  but  we  can  all 
recall  instances  where  a  large  amount  of  blood  came  away  with 
the  placenta,  constituting  a  blood  loss  which  should  be  pre- 
vented by  keeping  the  uterus  well  under  observation.  During 
the  past  six  months,  I  have  made  what  I  consider  an  important 
change  in  routine,  by  administering  ergot  immediately  after  the 
birth  of  the  child ;  by  mouth  as  a  rule,  but  h)rpodermatically  if 
there  is  a  history  of  post  partum  hemorrhage,  or  free  bleeding. 
Ergot  given  by  mouth  requires  fifteen  minutes  to  produce 
uterine  contractions  and,  therefore,  if  any  reliance  is  to  be 
placed  upon  ergot  in  the  control  of  hemorrhage,  the  drug  must 
be  given  immediately  after  the  birth  of  the  child,  not  after  the 
birth  of  the  placenta,  for  hemorrhage  takes  place,  as  a  rule, 
during  or  immediately  after  the  third  stage.  In  a  letter 
received  recently  from  Hirst,  of  Philadelphia,  he  states  that  he 
has  been  using  ergot  in  this  way  for  twenty  years  in  hospital 
and  private  work,  and  that  he  must  have  had  during  that  time 
between  fifteen  and  twenty  thousand  cases  under  observation, 
and  he  had  not  seen  a  case  of  hour  glass  contraction,  or  any 
other  ill  effect  from  it.  If,  in  spite  of  massage  and  ergot, 
bleeding  continues,  the  placenta  shotild  be  expressed  or,  if 
necessary,  extracted  manusjly.  In  normal  cases,  the  placenta 
should  be  expressed  in  from  fifteen  to  thirty  minutes  after 
the  birth  of  the  child,  but  in  the  absence  of  hemorrhage,  manual 
extraction  should  not  be  resorted  to  in  less  than  one  hour,  for 
it  is  safer  to  wait  than  to  introduce  the  hand  into  the  uterus. 
Hemorrhage  from  the  uterine  sinuses  may  be  controlled*  by 
massage,  ergot,  hot  douches  or  normal  salt  solution,  or  by  a 
firm  uterine  tampon  of  five  per  cent,  iodoform  gauze.  Plain 
gauze  removed  at  the  end  of  twelve  to  eighteen  hours  fre- 
quently has  a  foul  odor,  and  for  that  reason  we  prefer 
iodoform.  Cervical  hemorrhage  will,  as  a  rule,  cease  if  a  pad 
is  placed  over  the  vulva,  and  if  the  uterus  is  not  massaged. 
It  is  rarely  necessary  to  tampon  or  suture  for  cervical  bleeding, 
but  these  measures  must  be  resorted  to,  if  the  treatment  just 
outlined  fails  to  stop  the  bleeding. 

Anemia  and  shock  are  treated  by  hot  enemata,  intravenous 
infusion,  external  heat  and  the  usual  routine  measures.  With 
reference  to  the  use  of  the  post  partum  douche  in  normal  cases. 
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we  believe  that  it  is  unnecessary,  but  in  every  case  a  sterile 
solution  should  te  prepared  to  be  used  if  there  is  bleeding. 

We  have  repaired  the  torn  cervix  only  in  cases  of  hemor- 
rhage, but  experience  may  show  that  those  who  repair 
lacerations  of  the  cervix  between  the  fifth  and  eighth  days,  are 
correct  in  their  views  on  the  subject.  Lacerations  of  the  vagina 
and  perineum  are  usually  closed  at  once,  unless  there  is  marked 
edema,  exhaustion  from  protracted  labor,  poor  light  or  poor 
assistance. 

The  placenta  and  membranes  should  be  examined  carefully, 
but  it  has  been  our  experience  that,  following  the  expression  or 
manual  extraction  of  the  placenta  after  labor  at  or  near  term, 
portions  of  placenta  are  very  rarely  retained.  In  the  last  4000 
confinements,  almost  entirely  at  or  near  term,  in  the  service  of 
the  Post-Graduate  Hospital,  we  find  that  fragments  of  placenta 
have  been  retained,  and  curettage  has  been  performed  for  their 
removal,  in  only  twelve  cases,  or  once  in  333  cases.  In  two 
of  these  patients,  retention  was  suspected  at  the  times  of  labor, 
and  curettage  was  done.  Of  the  other  ten  cases,  four  became 
septic  and  six  had  sapremia. 

With  reference  to  retained  membranes,  it  was  the  custom  in 
my  early  hospital  obstetric  experience,  to  invade  the  utenis 
with  the  hand  or  with  a  placenta  forceps  in  search  of  missing 
pieces  of  membrane,  a  procedure  which  was  attended  at  times 
with  little  or  no  success.  During  my  last  year  as  resident 
physician  at  the  Sloane  Maternity  Hospital,  it  was  my  routine 
to  leave  all  retained  membrane  in  the  uterus,  and  as  far  as  I 
could  judge,  patients  recovered  as  promptly  as  when  treated 
by  efforts  to  extract  the  retained  portions.  In  the  service  of 
the  Post-Graduate  and  in  private  practice  I  have  collected 
records  of  84  cases  of  retained  membranes,  the  large  majority 
of  the  patients  being  at  or  near  term.  The  anmion  is  rarely 
retained,  but  the  chorion  may  be  wholly  or  partly  retained.  In 
70  of  these  84  cases,  the  puerperium  was  absolutely  normal, 
this  number  including  nine  patients  in  whom  all  or  nearly  all 
of  the  chorion  was  retained.  Of  the  thirteen  patients  who  had 
a  temperature  of  over  100°  F.  the  temperature  was  due  in  one 
case  to  dysenter>',  in  two  cases  to  constipation,  in  one  to 
"caked"  breasts,  in  one  to  retained  lochia  (the  patient  having 
had  no  lochia  from  the  seventh  to  the  ninth  day,  the  tem- 
perature dropping  to  normal  within  twelve  hours  after  a  uterine 
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douche  was  given).  One  patient,  with  four-fifths  of  the 
chorion  retained,  had  an  afebrile  puerperium,  but  on  the 
twenty-second  day,  while  applying  a  tampon  for  subinvolution, 
1  noticed  a  mass,  ij4  x  %  inches,  protruding  from  the  external 
OS.  There  was  slight  bleeding,  and  upon  further  examination 
the  mass  was  found  to  be  attached  by  a  small  pedicle  to  the 
lower  posterior  uterine  wall.  After  removal  of  the  mass, 
recovery  was  uneventful.  The  microscope  revealed  numerous 
chorionic  villi,  constituting  a  placental  mole,  the  only  one  of 
these  which  has  come  to  my  notice. 

Eight  patients  had  elevation  of  temperature  due  partly  at 
least  to  sapremia.  To  indicate  how  mild  this  sapremia  was,  it 
is  only  necessary  to  state  that  one  patient  with  retention  of  the 
entire  chorion  had  a  temperature  on  one  day  only  of  100.2°  F., 
another  patient  had  100.6**  F.  on  one  day,  another  IOCS'*  F., 
another  101.4°  F.,  another  (with  entire  chorion  retained) 
101.6°  F.,  another  102.8°  F.,  and  still  another  had  101.2°  F. 
one  day,  and  103.6°  F.  on  the  next  with  subsequent  temperature 
normal.  One  patient  had  "slight  temperature,"  but  the  degree 
was  not  stated.  One  patient  was  curetted,  three  were  given  a 
uterine  douche ;  all  recovered  without  sepsis.  From  these  figures 
it  is  evident  that  nature  will,  as  a  rule,  take  care  of  retained 
membrane,  if  the  patient  is  not  infected  from  without.  There- 
fore, when  membranes  are  retained,  we  advise  against  explora- 
tion of  the  uterus,  as  being  an  unnecessary  and  dangerous 
procedure. 

Binder. — The  abdominal  binder  is  usually  a  comfort  to  the 
patient,  and  may  be  worn  for  a  few  days,  or  longer  if  the 
patient  wishes.  We  believe  that  except  for  comfort,  its  influ- 
ence on  the  puerperium  is  nil. 

Dressings, — At  the  time  of  dressings,  which  should  be  at 
four-hour  intervals  the  first  day  and  less  frequently  thereafter, 
the  genitals  are  irrigated  with  1-5000  Hgclj  solution. 

Bladder, — ^The  patient  should  be  urged  to  urinate  at  each 
dressing,  and  if  it  is  impossible  for  her  to  do  so  upon  the 
douche  or  bed-pan,  she  may  be  propped  up  in  bed,  or  even 
allowed  to  use  the  commode.  During  the  past  year  I  have 
allowed  patients  to  use  the  commode  in  preference  to  being 
catheterized,  and  as  yet  I  have  seen  no  harm  result.  In  a  series 
of  4000  confinements,  the  large  majority  of  which  were  in  the 
tenements  in  the  service  of  the  Post-Graduate  Hospital,  it  has 
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been  rarely  necessary  to  use  the  catheter,  and  I  can  recall  no 
accident  resulting  from  the  patient  leaving  her  bed  to  urinate, 
for  we  may  assume  that  many  patients  do  get  up  for  this 
purpose. 

Bowels, — We  usually  order  castor  oil  3vi  with  glycerine  5^* 
on  the  morning  of  the  third  day,  and  keep  the  bowels  open 
thereafter.  If  there  has  been  extensive  laceration  of  the 
perineum,  we  have  used  a  saline,  such  as  the  citrate  of  mag- 
nesia, each  day  from  the  first,  in  order  to  obtain  liquid  stools, 
and  to  avoid  strain  on  the  sutured  parts  from  a  constipated 
movement. 

Diet — The  diet  is  usually  liquid  on  the  first  day,  soft  on  the 
second,  and  general  after  the  bowels  have  been  moved  on 
the  third  day. 

Position  of  the  Patient. — ^The  patient  is  urged  to  change  her 
position  in  bed  frequently,  to  lie  upon  the  side  much  of  the 
time,  and  when  the  condition  of  the  breasts  will  allow  it,  to  turn 
upon  her  face.  In  this  way  the  tendency  to  retrodisplacement 
may  be  corrected  in  part  at  least. 

Temperature  in  the  Puerperium, — In  properly  managed 
obstetric  work,  the  most  frequent  causes  of  temperature  will  be 
constipation,  congested  breasts  and  mild  sapremia. 

Puerperal  sepsis  is,  indeed,  a  rare  complication  of  the  puer- 
perium  in  the  practice  of  those  who  conduct  a  confinement  as 
if  it  were  a  major  surgical  operation.  Even  in  the  tenements, 
when  the  work  is  done  by  hospital  men,  sepsis  is  comparatively 
rare,  and  the  mortality  is  small.  In  the  last  4000  cases  in  the 
Post-Graduate  Hospital  service,  which  until  two  years  ago  was 
entirely  outdoor,  there  have  been  fifteen  cases  of  sepsis,  five 
of  which  have  proved  fatal. 

In  the  treatment  of  sepsis,  one  must  be  sure  Urst  that  the 
uterus  is  empty,  then  we  combat  the  disease  by  nourishing  food, 
alcohol  and  strychnin,  giving  outlet  to  collections  of  pus 
whenever  found.  That  there  will  be  in  the  future  a  successful 
serum  treatment  no  one  can  doubt. 

Length  of  the  Puerperium. — ^The  patient  should  be  allowed 
to  sit  up  in  a  chair  for  the  first  time  between  the  tenth  and 
fourteenth  day,  beginning  to  walk  about  one  week  later.  The 
patient  should  not  walk,  however,  while  there  are  bright  red 
lochia,  or  when  they  are  profuse.  I  have  tried  the  experiment 
of  getting  patients  up  and  about  sooner  than  I  have  stated  as 
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the  rule,  but  certainly  in  the  better  class  x>f  obstetric  practice 
the  longer  rest  and  more  gradual  resumption  of  the  daily  life 
are  highly  desirable.  At  some  time  during  the  third  week,  a 
vaginal  examination  should  be  made,  for,  if  there  is  subinvolu- 
tion, active  treatment  with  ergot,  hot  douches  and  tampons 
should  be  begun  at  once.  Subinvolution  and  displacement 
should  be  so  thoroughly  dealt  with  in  the  month  following  the 
birth  of  the  child,  that  future  discomfort  may  be  largely 
obviated.  I  am  confident  that  much  of  the  misery,  from  which 
women  who  have  borne  children  suffer,  may  be  traced  directly 
to  the  lack  of  proper  skill  in  the  conduct  of  labor  and  careful 
medical  supervision  of  the  puerperium. 

In  conclusion,  it  is  hardly  necessary  for  me  to  state  that  it 
has  been  my  object  in  this  paper  to  call  your  attention  to  a  few 
only  of  the  more  important  features  of  the  puerperium. 

Discussion. 

Dr.  J.  C.  Edgar :  The  first  point  which  impressed  him  was 
the  treatment  of  the  uterus  just  after  the  expulsion  of  the 
child,  and  before  the  expulsion  of  the  placenta.  One  of  the 
most  difficult  tasks  that  he  has  to  encounter  is*to  teach  students 
and  nurses  not  to  insult  the  uterus  at  that  time,  and  when  the 
writer  spoke  of  gentle  massage  at  that  time,  it  seemed  to  him 
an  ideal  way  of  treating  the  uterus.  He  felt  sure  that  irregular 
contractions  are  due  to  insulting  the  uterus  during  the  third 
stage  of  labor,  while  waiting  for  the  placenta  to  come  away. 
There  is  a  tendency  to  treat  the  uterus  too  vigorously  at  that 
time.  Keep  the  fundus  down  below  the  umbilicus  and  prevent 
the  formation  of  a  clot.  He  makes  it  a  rule  to  give  thirty 
minutes  before  bringing  into  play  anything  like  expression  of 
the  placenta,  and  he  was  inclined  to  think  the  patients  would 
do  bietter  if  that  thirty  minutes  were  extended  to  sixty. 

The  question  of  irrigation  of  the  vagina  immediately  after 
labor  is  an  interesting  one.  Theoretically,  in  a  patient  that  has 
been  treated  with  proper  regard  to  a  sepsis,  there  is  no  occasion 
to  irrigate  the  vagina  post-partum.  At  the  same  time,  in  the 
two  services  with  which  he  is  connected,  post-partum  irrigation 
of  the  vagina  is  almost  a  routine  practice.  In  his  private 
practice  he  does  not  make  it  part  of  his  routine.  It  gives  a 
tight  uterus  and  makes  the  uterus  pass  out  the  clots,  and  it 
certainly  adds  materially  to  the  comfort  of  the  patient.  Patients 
who  had  been  treated  in  both  ways  had  told  him  that  they  did 
not  receive  the  same  comfort  when  the  post-partum  irrigation 
was  omitted.  It  gives  them  a  feeling  of  well-being  and  confi- 
dence, by  reason  of  the  contraction  of  the  uterus,  and  takes 
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away  the  pain  and  irritation  if  there  is  much  laceration  of  the 
vagina. 

Dr.  Brodhead  had  spoken  of  immediate  repair,  and  most  are 
in  favor  of  this.  There  are  those  who  claim  that  if  you  wait 
a  few  days  you  can  do  it  more  deliberately,  but  in  these  days 
where  all  the  paraphernalia  is  so  convenient,  and  one  can 
obtain  a  suture  and  needle  on  the  simple  breaking  of  a  glass 
tube,  with  other  facilities  equally  convenient,  it  would  seem  that 
when  a  patient  is  torn  the  sooner  we  make  the  repair  the  better 
the  result.  Of  course,  if  one  is  caught  with  an  extensive 
laceration  and  has  not  the  proper  facilities  and  assistance  at 
hand,  it  is  better  to  wait  until  proper  conveniences  are  abtained 
and  give  the  patient  a  better  chance  of  good  union. 

A  most  interesting  point  in  the  paper  was  regarding  the 
retention  of  the  membrane  and  a  portion  of  the  placenta. 
The  figures  quoted  from  the  out-door  service  were  very  inter- 
esting, and  were  entirely  in  accord  with  his  own  experience 
regarding  the  retention  of  the  membranes  and  placenta  and  the 
difference  in  prognosis  between  the  two.  The  day  before,  a 
house  surgeon  reported  that  a  patient  on  the  tenth  day  post- 
partum had  passed  pieces  of  membrane  the  size  of  his  two 
fingers,  which  had  much  alarmed  him,  and  he  had  passed  his 
fingers  into  the  uterus  to  see  if  there  were  any  pieces  of 
membrane  left.  The  interference  was  unnecessary  as  there 
were  absolutely  no  symptoms  of  sapremia.  Upon  being  asked 
why  he  had  invaded  the  uterus,  the  house  surgeon  replied  that 
he  understood  if  anything  was  retained  one  should  remove 
it.  Luckily,  the  invasion  had  no  ill  effects  on  the  patient,  who 
is  in  as  good  condition  as  she  was  before.  That  is  in  line  with 
what  the  writer  of  the  paper  had  said — retention  is  not  danger- 
ous provided  there  is  an  aseptic  confinement,  and  the  patient 
is  not  infected.  Dr.  Edgar  said  he  taught  that  unless  there 
was  some  indication  of  sapremia  or  sepsis  small  pieces  of 
retained  membrane  should  be  left  to  take  care  of  themselves— 
and  that  is  the  rule  he  follows  in  his  private  practice. 

The  change  in  the  position  of  the  patient  is  a  most  important 
matter  to  look  into  during  the  puerperitim.  The  patient  should 
be  rotated  to  the  anterior  posture  and  the  two  lateral  positions, 
with  a  preference  to  the  abdominal  position.  This  has  great 
value  in  preventing  displacement.  From  tradition,  or  from 
some  remark  that  has  been  made,  the  patient  is  inclined  to 
remain  in  the  dorsal  position  and  that  is  a  very  bad  thing  to  do. 
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IMMEDIATE  REPAIR  OF  THE   CERVIX  UTERI.* 

BY    W.    J.    HARRIS,    M.D. 

The  baby  has  been  born,  the  placenta  has  been  delivered, 
and  the  accoucheur — ^tired  out  with  his  five  to  ten  hours  work 
— gives  a  hasty  glance  at  the  perineum,  and  says,  "J"st  a  little 
nick,  nurse,  no  stitches  required,"  washes  hands,  puts  on  his 
•coat  and  is  about  to  leave  the  house,  when  someone  calls, 
"Wait  a  minute,  doctor,  the  patient  is  losing  too  much  blood." 

Yes,  doctor,  let  us  unpack  that  satchel  again,  take  out  a 
KTOuple  of  retractors,  and  after  waiting  for  them  to  be  sterilized, 
examine  the  cervix. 

The  vagina  is  full  of  clots,  clean  them  all  out  carefully  and 
then  hunt  for  the  posterior  lips ;  there  it  is  all  bruised  looking ; 
you  can  scarcely  tell  it  from  the  blood  clots;  draw  it  down 
•carefully;  now  look  out  for  the  anterior  lip — ^yes,  that  is  it, 
all  torn  in  little  slits,  and  soft — ^you  would  scarcely  know  it 
for  that  hard,  resisting  band  you  have  been  trying  to  crowd  over 
the  child's  head  for  so  many  hours,  but  that's  it,  all  right; 
<lraw  it  down  carefully,  and  as  fast  as  some  one  mops  up  that 
stream  of  blood,  you  see  where  the  tear  runs  up  on  one  side 
three  inches  or  over,  and  about  two  inches  on  the  other  side. 
Just  notice  how  that  anterior  lip  everts — ^that  is  what  makes  the 
patient  feel  so  exhausted  and  is  liable  to  bring  on  a  sudden 
•collapse.  Now,  carefully  take  a  small  double  tenaculum,  or 
any  convenient  dressing  forceps,  and  bring  the  two  edges 
together,  put  your  first  catgut  suture  in  at  the  top  angle  of  the 
tear,  take  your  stitch  with  a  small  bite  of  tissue  on  the  uterine 
aspect  and  a  large  bite  on  the  vaginal  side,  so  that  when  it  is 
tied  it  makes  a  wedge-shaped  plug,  so  to  speak,  and  the  edges 
•of  the  tear  are  brought  in  contact.  This  is  one  of  the  most 
important  points  in  the  operation;  otherwise  you  will  not  get 
union.  Sutures  put  in,  in  this  manner,  about  one-half  to  three- 
fourths  inch  apart,  and  you  will  get  a  beautiful  result,  so  that 
often  there  will  be  no  evidence  of  a  tear  in  three  weeks. 

About  fifteen  years  ago  I  read  a  paper  on  this  subject  before 
our  State  society,  and  at  that  time  was  met  with  much  opposi- 
tion.    Now,  however,  I  am  glad  to  say,  I  find  many  other 

*  Presented  to  the  Obstetrical  Society  of  the  A.  S.  H.,  Kansas  City, 
Mo. 
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doctors  making  this  repair  immediately,  instead  of  passing  it 
by  as  something  to  be  forgotten. 

A  non-repaired  laceration  of  the  cervix  means  to  the  patient^ 
at  the  time,  hemorrhage  of  a  greater  or  less  degree,  and 
exposed  surfaces  for  the  entrance  of  septic  material,  convales- 
cence that  is  often  prolonged  from  two  to  four  weeks  more  than 
it  should  be,  a  fever  coming  and  going,  which  in  former  ycars^ 
was  often  called  malarial  fever,  but  is  now  known  to  be  due  to 
the  absorption  of  septic  material.  In  addition  to  all  this  it 
means  often  that  the  woman  will  be  a  semi-invalid  for  from, 
six  months  to  several  years,  or  until  such  time  that  she  happens 
to  fall  into  the  hands  of  a  gynecologist,  who  will  tell  her  that 
all  her  nervous  exhaustion  and  other  distressing  symptoms  are 
due  to  chronic  laceration  from  which  she  is  suffering,  and  that 
nothing  but  an  operation  for  its  repair  can  possibly  cure  her. 

Instead  of  this  an  immediate  repair  of  the  cer\4x  means  to- 
the  woman  that,  no  matter  how  severe  the  labor  has  been,, 
she  will  be  saved  hemorrhage  in  the  first  place,  a  tedious  ccwi- 
valescence  in  the  second  place,  and  months  of  semi-invalidism. 
In  other  words,  at  the  end  of  two  or  three  weeks  she  will  be 
up  and  in  comparative  good  health  again. 

What  it  means  to  the  doctor:  First,  when  he  is  tired  out 
with  a  case  of  long  tedious  labor,  and  would  much  rather 
pack  up  his  satchel  and  go  home,  he  must  brace  up  and 
perform  what  to  many  may  seem  an  unnecessary  duty,  but 
what  to  anyone  who  has  tried  it,  will  prove  the  best  part  of 
his  work. 

The  immediate  repair  of  the  cervical  laceration  should  be^ 
carried  out,  because  it  means  health  to  the  mother,  and  a 
saving  of  expense  to  the  family,  but  more  trouble  to  the  doctor. 
It  should  be  done  at  once,  because  there  is  no  time  like  the 
present,  and  often  if  it  is  put  off  until  the  next  day,  it  will  likely 
be  postponed  indefinitely,  and  the  right  time  never  comes  to 
do  the  work. 

It  is  necessary  to  have  plenty  of  assistance  to  do  the  work 
properly;  it  is  necessary  to  have  good  light.  The  parts  must 
be  carefully  exposed  and  the  anterior  and  posterior  lip  care- 
fully held  in  position,  as  already  stated. 

Don't  try  to  do  the  work  with  the  patient  on  a  bed ;  have  a 
table  quickly  brought  into  use,  get  a  good  light,  send  for  one- 
or  two  assistants,  and  do  the  work  now.    Don't  wait! 
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During  the  past  fifteen  years  I  have  made  this  operation  207 
times  for  my  own  patients  and  that  of  other  doctors,  and  I  have 
never  seen  a  case  that  I  did  not  go  home  and  feel  secure  that 
there  would  be  no  post-partiun  hemorrhage. 

The  patients  all  made  good  recoveries,  and  only  in  eighteen 
cases  was  there  any  subsequent  repair  work  required. 

One  more  thing.  I  am  convinced  that  often  cases  of  sudden 
collapse,  following  confinement,  are  due  to  marked  eversion  of 
the  torn  cervix,  and  the  only  way  to  prevent  that  is  to  repair 
the  laceration  at  once. 

Dr.  Willis  Young  was  with  me  with  a  case  some  years  ago, 
where  the  woman  went  into  sudden  collapse,  and  after  trying 
the  usual  restoratives,  I  said,  "let  us  look  at  the  cervix,"  and 
sure  enough,  it  was  torn  and  badly  everted.  I  quickly  put  it 
in  shape  and  held  it  there  with  two  sutures  until  I  could 
repair  the  entire  tear,  and  the  patient  immediately  revived 
and  made  a  good  recovery. 

*  4^  * 

MULTIPLE  OPERATIONS   AT   ONE   SITTING   IN 
GYNECOLOGY.* 

BY    JAMES    C.    WOOD,    A.M.,    M.D., 

Professor  of  Surgical  Gynecology  in  the  Qeveland  Homeopathic 
Medical  College. 

In  1895,  I  published  an  article  in  which  I  advocated  at  one 
sitting  divulsion,  curettage,  trachelorrhaphy,  perineorrhaphy, 
removal  of  adhesions  of  the  clitoris  and  removal  of  hemor- 
rhoids, if  present.  I  described  my  method  of  operating,  the 
technique  being  so  simplified  that  the  entire  series  could  be 
done  in  from  thirty  to  forty-five  minutes.  Since  then  I  have 
extended  the  principle  of  combined  gynecologic  operations 
until  now  it  is  not  an  uncommon  thing  for  me  to  do  at  one 
sitting,  besides  the  series  of  plastic  operations  just  enumerated, 
celiotomy,  removal  of  the  appendix  veriformis,  removal  of  the 
uterine  appendages,  ventral  fixation  or  shortening  the  round 
ligaments,  the  entire  series  not  requiring  over  forty-five  minutes 

*  Read  at  meeting  of  the  Qeveland  Homeopathic  Medical  Society. 
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or  one  hour's  time.    In  addition  to  the  operations  enumerated 
1  have  done  cholecystotomy  and  fixation  of  the  kidney. 

There  are  many  factors  to  be  taken  into  consideration  in 
doing  work  of  this  kind.  One  must  always  know  his  patient 
thoroughly  and  must  watch  the  effects  of  tlie  first  operations 
as  he  proceeds  with  his  work.  The  most  favorable  cases  for 
combined  operative  work  are  those  women  who  are  not  too 
fleshy,  whose  hemoglobin  is  somewhere  near  the  normal,  whose 
kidneys  are  in  good  shape  and  whose  heart  and  blood  pressure 
are  practically  normal.  Then,  too,  much  will  depend  upon  the 
operator  and  upon  his  technique.  It  would  certainly  be  unwise 
for  instance  to  include  in  a  series  of  combined  operations, 
necessitating  extensive  abdominal  work,  the  Emmet  operation 
upon  the  pelvic  floor.  While  from  a  cosmetic  standpoint  this 
is  an  ided  operation,  it  requires  altogether  too  much  time  in 
its  performance,  and  I  believe  so  far  as  ultimate  results  are 
concerned  it  is  not  as  satisfactory  as  the  operation  I  am  now 
doing  in  that  it  does  not  bring  the  levator  ani  fibres  together 
in  the  median  line  where  nature  first  placed  them.  Edebohls 
says  that  the  limit  of  safe  anesthesia  beyond  which  he  is 
unwilling  to  protract  operative  procedures  in  elective  cases 
is  one  and  one-half  hours,  (i)  This  is  purely  an  arbitrary 
statement  as  to  time  limit  and  each  case  must  necessarily  be 
a  law  unto  itself. 

The  surgeon  of  some  years  experience  who  cannot  do  a 
divulsion,  a  curettage,  a  trachelorrhaphy,  and  a  perineorrhaphy, 
as  well  as  an  anterior  colporrhaphy,  looking  after  rectal  lesions 
at  the  same  time,  in  sixty  minutes,  should  no  longer  aspire  to 
surgery.  While  I  believe  that  the  surgeon  should  always 
throw  about  his  patient  all  possible  safeguards,  there  is  a 
tremendous  advantage  in  placing  her  in  bed  with  all  necessary 
work  done.  There  is  nothing  more  depressing  to  the  patient 
than  the  contemplation  of  another  operation  or  operations 
after  one  or  more  has  been  performed.  I  have  in  one  or  two 
instances  regretted  doing  too  much  work  at  one  sitting;  I 
have  more  often  regretted  not  having  done  all  that  it  was 
necessary  to  do.  I  do  not  believe  that  tKe  young  surgeon 
should  undertake  to  do  extensive  work  of  this  kind  at  one 
time.  However,  with  the  experienced  operator,  if  the  patient 
takes   the   anesthetic   well,   certainly  the   simple   abdominal 

(i)   Kelly-Noble  Gynecology.     Vol.  i,  p.  436. 
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operations  should  be  combined  with  plastic  work,  if  called 
for.  Even  vaginal  hysterectomy  for  cancer  of  the  uterus  or 
for  complete  procidentia,  can  be  advantageously  combined  with 
plastic  work  upon  the  perineum  and  upon  the  vagina. 

Previously  to  about  fifteen  years  ago,  combined  gynecologic 
operations  were  rarely,  if  ever,  performed.  Since  that  time 
many  have  advocated  the  combined  work.  As  I  have  stated,, 
if  the  patient's  kidneys  are  not  functionating  normally,  or 
other  vital  organs  are  seriously  involved,  too  much  should  not 
be  undertaken.  On  the  other  hand,  we  all  know  that  not 
infrequently  patients  who  are  anemic  and  who  have  serious 
cardiac  or  pulmonary  trouble  stand  operative  work  very  well. 
I  have  successfully  operated  upon  advanced  cases  of  exoph- 
thalmos, doing  at  one  time  extensive  plastic  and  abdominal 
work.  I  perhaps  can  best  illustrate  my  point  by  citing  a 
number  of  typical  cases,  dealing  with  almost  all  varieties  of 
pelvic  and  abdominal  operations : 

Case  T.  Patient  aet.  48;  exceedingly  nervous,  crying  con- 
stantly; melancholia  of  suicidal  type;  complained  of  constant 
pain  through  the  pelvis;  there  was  indigestion,  backache,, 
bearing  down  sensation,  leucorrhea,  menorrhagia.  She  was 
anemic  from  loss  of  blood  and  altogether  in  a  deplorable  condi- 
tion. Examination  revealed  the  uterus  sharply  retroflexed,. 
large  and  heavy  with  the  fundus  pressing  hard  against  the 
rectum.  Both  ovaries  were  prolapsed,  the  pelvic  floor  was 
badly  relaxed,  and  there  was  marked  obstipation  due  to  the 
pressure  of  the  fundus  against  the  rectum.  The  cervix  was 
large,  everted  and  indurated.  There  was  tenderness  in  the 
region  of  the  appendix,  which  could  be  easily  palpated. 

In  November  of  1908  I  did  a  divulsion,  a  curettage,  removing^ 
a  large  amount  of  debris  from  the  uterus,  a  trachelorrhaphy, 
removing  a  large  amount  of  cicatricial  tissue,  overcame  the 
relaxation  of  the  pelvic  floor  without  building  up  the  perineal 
body,  dilated  the  rectum,  overcame  adhesions  of  the  clitoris,, 
opened  the  abdomen  and  removed  a  long  thickened  appendix,, 
stitched  the  uterus  in  front  and  also  did  the  internal  Alexander 
operation  because  of  its  excessive  size.  The  abdomen  was 
closed  with  two  layers  at  catgtit,  silkwormgut  tension  sutures 
and  a  buttonhole  skin  suture  of  catgut.  Time  of  entire  series 
of  operation,  fifty-two  minutes. 

This  patient  began  to  feel  better  almost  as  soon  as  she 
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recovered  from  the  shock  of  the  operation,  which  was  slight. 
The  melancholia  has  gone,  the  constipation  is  overcome,  she 
is  eating  well,  is  happy,  is  not  flowing,  and  is  rapidly  gaining 
in  flesh. 

Case  II.  Patient  act.  28;  one  child  2  years  old;  labor 
prolonged,  instnmiental ;  was  badly  lacerated  and  the  pelvic 
floor  much  relaxed.  There  was  procidentia  of  the  uterus 
when  I  examined  her  four  years  after  the  birth  of  her  child 
with  the  fundus  directed  backwards;  sensitiveness  of  the 
appendix  with  indigestion  and  severe  headaches  due  to 
ptomaine  poisoning.  In  May  of  1907,  I  did  a  divulsion,  a 
curettage,  a  trachelorrhaphy,  removing  a  large  amount  of 
cicatricial  tissue,  particularly  from  the  left  side,  an  anterior 
colporrhaphy  and  a  perineorrhaphy  by  my  modification  of  the 
Mayo  operation,  divulsed  the  rectum  and  overcame  adhesions 
of  the  clitoris.  I  then  opened  the  abdomen  and  found  an 
appendix  filled  full  of  fecaliths.  This  was  removed  in  the 
usual  way.  I  then  did  my  modification  of  the  internal  Alex- 
ander operation.  The  uterus  was  large  and  heavy  and  the 
right  ovary  somewhat  enlarged,  diseased  and  prolapsed  and 
the  tube  thickened.  The  husband  who  was  present  objected 
to  having  the  ovary  removed,  taking  all  chances  of  future 
trouble.  The  abdomen  was  closed  with  two  layers  of  catgut, 
silkwormgut  tension  sutures  and  a  subcuticular  silkwormgut 
suture.    Time  of  entire  series  of  operations,  forty-four  minutes. 

This  patient  convalesced  ideally  and  I  have  examined  her 
within  the  last  month.  The  uterus  is  in  splendid  shape,  the 
ovary  has  apparently  returned  to  its  normal  state,  there  is  no 
trouble  with  the  menstrual  function  and  she  is  strong  and  well. 
She  had  been  under  the  local  treatment  of  a  physician  for  three 
years  who  promised  her  that  he  would  be  able  in  time  to  so 
restore  the  vaginal  walls  and  the  uterine  ligaments  as  to  over- 
come the  procidentia.  I  can  but  feel  that  treatment  of  this 
kind,  under  the  circumstances,  is  malpractice.  Anyone  who 
has  a  complete  procidentia  of  the  uterus  is  going  to  remain 
in  a  deplorable  state  until  that  condition  can  be  overcome.  I 
recognize  the  fact  that  in  the  aged  there  not  infrequently  exist 
counter  indications  which  make  it  impracticable  to  do  surgical 
work.  However,  the  series  of  cases  which  I  recently  reported 
in  the  Medical  Century  go  to  show  that  women  of  extreme 
age  stand  this  sort  of  work  nicely.    I  reported  in  that  series 
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one  woman  of  78  who  stood  extensive  repair  work  without  the 
slightest  inconvenience.  In  these  days  of  surgical  triumphs, 
it  is  certainly  a  cruel  thing  to  condemn  a  young  woman  of  28, 
whose  uterus  is  completely  prolapsed,  to  a  life  of  invalidism. 

Case  III.  Patient  at.  32 ;  one  child  4  years  old ;  perineum 
very  badly  lacerated  at  that  time;  profuse  menstruation, 
emaciation,  constant  pain  in  the  abdomen,  the  pain  localizing 
itself  in  the  region  of  the  appendix.  Physical  examination 
reveals  two  masses,  one  on  either  side  of  the  uterus  and 
intimately  attached  to  it,  which  fact,  together  with  the  menor- 
rhagia,  led  both  her  attending  physician  and  myself  to  believe 
that  she  had  multiple  mio-fibromata  of  the  uterus.  However, 
when  I  opened  the  abdomen,  after  building  up  the  pelvic  floor 
and  repairing  the  cervix,  I  foimd  a  double  ovarian  hemotoma, 
the  growth  on  the  right  side  being  as  large  as  an  orange  and 
on  the  left  as  large  as  a  fetal  head.  Both  were  intimately 
adherent  and  on  the  left  side  the  entire  broad  ligament  was 
implicated  with  the  ovary,  making  one  suspect  that  the  con- 
dition might  be  due  to  an  ectopic  pregnancy.  The  right  tumor 
was  carefully  delivered  after  breaking  up  the  adhesions  and 
tied  off  with  catgut,  the  stump  being  covered  with  peritoneum. 
The  left  side  ruptured  during  removal  and  a  dark  grumous 
matter  escaped.  Fortunately,  the  intestines  were  carefully 
packed  away.  The  appendix  was  thickened  and  diseased  so 
that  it  was  removed  at  the  same  sitting.  A  litre  of  the  normal 
salt-solution  was  left  in  the  peritoneal  cavity.  The  fundus, 
which  fell  backwards  after  the  growth  was  removed,  was 
suspended  from  the  peritoneum.  The  abdomen  was  then 
closed  with  two  layers  of  catgut,  silkwormgut  tension  sutures 
and  a  subcuticular  silkwormgut  suture.  Time  of  operation, 
fifty-four  minutes.  The  patient  was  removed  from  the  table 
in  good  shape  and  in  October,  1908,  she  reported:  "I  can 
give  a  very  good  report  of  myself.  I  have  never  felt  so  well, 
have  not  any  pain  at  all,  have  menstruated  but  once,  and  then 
flowed  for  nearly  two  weeks.  I  am  troubled  with  headaches 
occasionally,  but  not  a  great  deal.  Have  gained  three  pounds 
in  the  last  two  weeks  and  my  friends  tell  me  I  never  looked  so 
well." 

Case  IV.  Patient  aet  40 ;  severe  attacks  of  pain  in  the  right 
side  which  had  been  diagnosed  both  "renal  colic"  and  "appen- 
dicitis."   She  had  a  very  badly  lacerated  cervix,  the  uterus  was 
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large  and  heavy,  there  was  much  endometritis  with  a  nasty 
discharge  and  a  badly  relaxated  pelvic  floor.  On  April  9,  1907, 
I  did  a  divulsion,  curetted  the  uterus,  removing  a  large  amount 
of  cicatricial  tissue  from  the  cervix,  built  up  the  pelvic  floor, 
opened  the  abdomen  by  means  of  a  long  incision,  explored  the 
kidney  and  the  gall-bladder  to  find  that  both  were  apparently 
normal;  removed  a  little  thickened  appendix,  found  both 
ovaries  bound  down  tightly  and  the  tubes  distended  to  the 
size  of  the  finger  with  a  serous  matter.  The  ovaries  and  tubes 
were  both  tied  oflf  with  catgut  and  uterus,  held  in  front  by 
means  of  one  catgut  ligature  and  the  abdomen  closed  with 
two  layers  of  catgut,  silkwormgut  tension  sutures  and  a  sub- 
cuticular silkwormg^t  suture.  Time  of  operation  one  hour  and 
fifteen  minutes.  The  patient  wrote  me  in  October,  1907,  stating 
that  she  is  well  and  strong. 

Case  V.  Patient  act.  36 ;  exceedingly  nervous,  with  marked 
indigestion,  associated  with  frequent  attacks  of  colic  and 
nausea  and  vomiting.  The  uterus  was  subinvoluted,  there 
was  much  dysmenorrhea,  and  diarrhea  with  mucous  stools. 
She  was  melancholic  and  had  several  times  attempted  suicide. 
I  found  upon  examination  tenderness  over  the  appendix  and 
over  the  gall-bladder.  The  uterus  was  retroflexed,  the  cervix 
badly  lacerated  and  the  pelvic  floor  relaxed.  In  August,  1905, 
I  did  a  divulsion,  a  curettage,  a  trachelorrhaphy,  a  perineor- 
rhaphy and  opened  the  abdomen  through  an  incision  long 
enough  to  admit  the  entire  hand.  I  found  the  appendix  infil- 
trated and  intimately  adherent  to  the  cecum.  The  ovaries  were 
both  enlarged  and  diseased,  and  I  therefore  removed  them.  T 
next  explored  the  gall-bladder  and  found  it  distended  with 
four  large  stones.  I  fastened  the  uterus  in  front,  closed  the 
abdomen  below,  made  anotlier  incision  over  the  gall-bladder, 
removed  the  stones  and  amputated  a  part  of  the  organ,  leaving 
a  drain  behind.  This  incision  was  closed  with  interrupted 
silkwormgut  sutures.  Time  of  entire  series  of  operations, 
one  hour  and  thirty  minutes.  The  patient  was  removed  frcxn 
the  table  in  good  shape.  Qjnvalescence  from  the  immediate 
effects  of  the  operation  was  ideal.  The  patient,  however, 
remained  nervous  and  melancholic  for  at  least  eighteen  months. 
Then  she  began  to  improve  and  is  now  in  perfect  health. 

Case  VI.  Patient  set.  28 ;  three  children ;  tubercular  family 
history ;  lacerations  of  cervix  and  the  vaginal  outlet ;  constant 
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pain  in  the  rig^t  side  over  McBuraey's  point,  constant  bearing- 
down  sensation,  anemia,  indigestion,  constipation  with  mucous 
stools,  cold  hands  and  cold  feet,  marked  emaciation.  In 
January,  1908, 1  did  a  divulsion,  a  curettage,  removing  a  large 
amount  of  debris,  a  trachelorrhaphy,  overcame  the  relaxation 
of  the  pelvic  floor,  opened  the  abdomen  and  found  the  appendix 
peculiarly  club-shaped,  there  being  several  constrictions  in  the 
outer  third  resembling  knots  tied  in  a  tassel.  The  appendix 
was  removed  in  the  usual  way.  The  right  ovary  was  at  least 
two  or  three  times  its  normal  size  and  the  tube  thickened; 
this  was  removed  by  tying  each  artery  individually  in  fine 
Pagenstecker  linen.  The  left  ovary  was  also  somewhat  dis- 
eased and  the  tube  thickened.  However,  the  patient  and  her 
husband  absolutely  forbade  its  removal  and  the  utero-ovarian 
ligament  was  therefore  folded  upon  itself  so  as  to  bring  the 
ovary  out  of  harm's  way.  The  whole  uterus  was  somewhat 
retroposed,  although  the  fundus  was  directed  forward;  it  was 
therefore  held  forward  by  suspension.  The  abdomen  was 
closed  in  the  usual  way.  The  patient  was  absolutely  free  from 
shock  when  removed  from  the  table.  No  effort  was  made  to 
hurry  because  it  was  my  desire  not  to  pinch  nerve  terminals. 
Each  artery  was  tied  individually.  Time  of  entire  series  of 
operations,  one  hour  and  ten  minutes.  Three  weeks  from  the 
date  of  the  operation  she  had  a  thrombosis  of  the  left  leg, 
which  kept  her  in  bed  three  weeks  longer.  I  do  not  attribute 
this  to  the  number  of  operations  performed  at  one  sitting,  as 
it  is  an  accident  which  is  liable  to  occur  whenever  the  abdomen 
is  opened.  She  is  still  having  trouble  with  the  ovary  left 
behind.  While  I  think  it  will  right  itself  in  time,  it  is  one  of 
the  contingencies  liable  to  arise  whenever  an  ovary  slightly 
diseased  is  left  behind  after  the  abdomen  is  opened. 

Case  VII.  Patient  aet.  36.  Under  the  Viavi  treatment  for 
two  years  for  a  fibroid  tumor  weighing  nine  pounds.  She 
is  a  charming  little  wonan  and  was  assured  that  the  tumor 
was  coming  away  "piece-meal,"  the  "pieces"  consisting  of 
blood  clots.  The  pressure  symptoms  became  distressing  and 
the  right  kidney  was  showing  signs  of  involvement.  She  had 
had  one  child  and  the  cervix  and  perineum  were  badly 
lacerated.  In  October,  1906,  I  repaired  the  cervix  and  peri- 
neum, opened  the  abdomen  under  nitrous  oxide  gas  and  found 
the  tumor  intraligamentary,  growing  down  into  the  pelvis  on 
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the  right  side.  It  was  delivered  with  a  good  deal  of  difficult}' 
after  the  upper  part  of  the  vagina  was  cut  across.  The  anes- 
thetic was  not  complete  and  the  patient  strained  a  good  deal 
forcing  the  intestines  out  of  the  alxlorainal  cavity  so  that  it 
was  necessary  to  protect  them  with  warm  sterile  towels. 
After  a  good  deal  of  difficulty  the  tumor  was  evucerated, 
turned  out  of  its  peritoneal  bed  and  the  bleeding  points  secured. 
All  raw  surfaces  were  covered  with  peritoneum  and  the 
extremely  thin  abdominal  wound  closed  with  catgut  for  the 
peritoneum  and  fascia,  and  a  mattress  silk  suture  supplemented 
by  a  superficial  catgut  suture  for  the  skin.  The  patient  was 
removed  irom  the  operating  table  in  one  hour  and  twenty 
minutes  from  the  beginning  of  the  operaticMi  and  made  an 
ideal  convalescence.    She  is  well,  strong  and  happy  to-day. 

Case  VIII.  Patient  aet.  50;  complete  laceration  of  the 
perineum ;  cancer  of  the  cervix.  In  May  of  1906  I  repaired  the 
perinetun  by  the  flap-splitting  method,  opened  the  abdomen 
and  did  a  radical  hysterectcMny  for  removal  of  the  cancer.  The 
appendix  was  thickened  and  was  therefore  removed.  The 
patient  was  removed  from  the  table  in  good  shape.  Time  of 
operation,  one  hour  and  thirty  minutes. 

Case  IX.  Patient  aet.  44;  married  for  twenty  years;  no 
children ;  has  had  several  attacks  of  bowel  obstruction  and  the 
right  kidney  was  loose ;  inguinal  hernia  of  the  left  side  which 
has  given  her  much  trouble.  The  uterus  was  sharply  retro- 
flexed  and  the  ovaries  were  bound  down  by  adhesions.  The 
appendix  was  thickened  and  there  was  obstinate  constipation 
with  mucous  stools,  and  the  patient  was  in  a  wretched  run 
down  neurasthenic  state.  In  July  of  1907  I  did  herniotomy, 
opened  the  abdomen  in  the  median  line,  explored  the  liver 
gall-bladder  and  kidneys  as  well  as  the  transverse  colon  for  the 
purpose  of  determining  whether  or  not  these  organs  were 
involved;  removed  the 'appendix,  both  ovaries  and  tubes,  a 
small  fibroid  from  the  abdomen  in  the  usual  way.  I  also 
removed  a  polypus  from  the  cervix,  dilated  the  uterus  thor- 
oughly, did  a  curettage  and  fixed  the  kidney  by  stripping  the 
capsule.  Time  of  entire  series  of  operations,  one  hour  and 
fifty-five  minutes.  Convalescence  uninterrupted  and  the  patient 
is  to-day  perfectly  well. 

Case  X.  Patient  aet.  24 ;  one  child  4  years  old ;  cervix  badly 
torn.    Four  months  ago  she  had  an  attack  of  severe  pain  in 
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the  right  side,  followed  by  flooding.  This  pain  recurred  at 
intervals  so  that  she  had  to  take  to  her  bed  and  the  question 
was  whether  or  not  she  had  appendicitis  or  gall-stone  disease. 
There  have  been  several  attacks  of  jaundice  with  pain  very 
characteristic  of  the  passage  of  gall-stones.  She  was  in  the 
habit  of  skipping  a  menstrual  period  every  now  and  then, 
so  that  when  she  missed  one  a  short  time  before  being  taken 
ill  she  did  not  think  much  of  it.  At  no  time  was  there  syncope 
of  a  marked  character.  However,  the  hemorrhage  from  the 
uterus  has  continued  and  she  has  lost  a  good  deal  in  flesh. 

On  January  ii,  1909,  I  thoroughly  curetted  the  uterus, 
Irrigated  it  with  a  bi-chloridc  solution,  wiped  it  out  with 
gauze,  applied  the  compound  tincture  of  iodine,  fixed  a  badly 
lacerated  cervix,  overcame  adhesions  of  the  clitoris,  dilated  the 
recttun,  opened  the  abdcunen  through  an  incision  long  enough 
to  explore  the  gall-bladder  and  kidney;  the  gall-bladder  was 
empty  and  there  were  no  evidences  of  kidney-stone.  There 
was  a  good  deal  of  free  blood  in  the  abdominal  cavity.  This 
was  spcmged  away,  the  adhesions  of  the  omentum  to  the  uterus 
overcome,  and  all  blood  clots  removed.  The  patient  had 
unquestionably  had  a  tubal  abortion  of  the  right  side  and  the 
tube  still  contained  the  placenta  which  was  as  large  as  a  hen's 
egg.  No  evidences  of  the  foetus  were  found  and  it  is  probable 
that  it  was  absorbed  when  it  was  discharged  into  the  peritoneal 
cavity.  The  tube  and  ovary  were  tied  off  with  catgut,  the 
ovary  being  very  much  diseased.  The  left  ovary  was  enlarged 
and  the  tube  thickened,  and  it  was  therefore  removed.  The 
appendix  was  at  least  five  inches  long  and  indurated;  it  was 
removed  in  the  usual  way.  The  uterus  fell  backwards  after 
the  appendages  had  been  removed  and  it  was  therefore  sus- 
pended by  the  Kelly  method.  A  litre  of  the  normal  salt  solution 
was  left  in  the  abdomen  and  the  wound  closed  with  two  layers 
of  catgut,  silkwormgut  tension  sutures  and  a  subcuticular 
silkwormgut  suture.  Time  of  operation,  fifty-five  minutes. 
The  patient  was  exceedingly  nervous  in  anticipating  the  opera- 
tion, so  that  two  H.  M.  C.  tablets  were  administered  hypo- 
dermatically  and  ether  used  as  an  anesthetic.  She  had  a  mitral 
insufficiency,  but  notwithstanding  this  fact  she  was  removed 
from  the  table  in  much  better  shape  than  she  was  previous 
to  the  anesthetic.  Her  convalescence  was  ideal  and  she  left 
the  hospital  at  the  end  of  the  third  week. 
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The  foregoing  cases  are  typical  of  several  hundred  which  I 
have  in  my  case  record.  I  am  not  reporting  them  for  the 
purpose  of  exploiting  my  own  skill  and  dexterity.  What  I 
have  done  can  be  done  by  any  surgeon  of  reascmable  skill,  if 
he  simplifies  his  technique  and  goes  into  his  cases  with  a 
thorough  understanding  of  his  work.  I  have  described  my 
technique  so  often  that  it  is  unnecessary  to  take  time  by 
repeating  the  description  ag^in.  There  are  certain  points, 
however,  which  I  desire  to  again  call  attention  to: 

1.  When  the  fundus  of  the  uterus  is  amputated  for  fibroids 
or  other  non-malignant  lesions,  and  the  cervix  is  lacerated, 
it  requires  less  time  to  repair  the  cervix  and  to  take  care  of 
the  pelvic  floor,  if  this  is  relaxed,  than  it  does  to  do  a  ccKnplete 
hysterectomy.  By  conserving  the  cervix  the  vaginal  vault  is 
left  in  a  perfectly  normal  condition. 

2.  While  from  the  standpoint  of  asepsis  it  would  be  better 
to  do  the  Abd(xninal  work  first,  and  the  plastic  work  subse- 
quently, there  is  a  large  element  of  danger  in  operating  upon 
the  cervix  after  the  ovaries  have  been  tied  oflf.  I  had  one 
secondary  hemorrhage  from  doing  this  and  the  patient's  life 
was  only  saved  by  re-opening  the  abdomen.  As  a  matter  of 
fact,  the  surgeon  who  has  mastered  his  technique  can  go  into 
the  abdomen  after  the  vaginal  work  is  completed  w^ith  com- 
parative impunity. 

3.  The  appendix  should  be  examined  in  all  cases  where  the 
abdomen  is  opened.  If  it  is  apparently  normal,  I  do  not 
remove  it;  but  if  the  patient  complains  of  indigestion,  con- 
stipation, diarrhea,  and  gaseous  distension  of  the  bowels,  and 
especially  if  there  be  mucous-enterocolitis,  I  remove  the  appen- 
dix in  all  instances. 

4.  If  one  or  both  ovaries  slightly  or  badly  diseased  are 
left  behind  the  responsibility  of  so  doing  should  rest  with  the 
patient  and  her  friends. 

5.  While  I  believe  in  conservatism  I  do  not  believe  in  foolish 
conservatism.  When  an  ovary  is  irreparably  diseased,  it  should 
be  removed.  If  one  ovary  is  left  behind,  I  believe  with  the 
Mayos,  that  it  is  better  not  to  molest  that  ovary  by  resecting  a 
portion  of  it.  I  have  during  the  last  year  removed  four 
different  ovaries  which  were  so  "conserved"  by  other  surgeons. 
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SOME  FOREIGN  CLINICS. 

BY  RALPH   WORRALL,    M.D. 

Paris. — Most  Paris  hospitals  have  a  tumbledown  appearance 
outside,  but  the  interiors,  as  a  rule,  have  been  brought  up  to 
date. 

L'hopital  Broca. — Comparatively  new.  The  spectators  in 
the  theatres  are  screened  off  by  glass.  Dr.  Dartiques,  Pro- 
fessor Pozzi's  assistant,  did  an  operation  on  a  conical  cervix 
for  sterility.  After  excising  an  edge-shaped  piece  anteriorly 
and  posteriorly  and  suturing  the  raw  surfaces,  the  os  was  left 
gaping ;  over  twenty  silver  wire  sutures  were  used. 

Professor  Segond  kindly  invited  me  to  some  private  opera- 
tions at  a  religious  hospital,  Rue  de  la  Saute,  where  the  nuns 
wore  black  headdresses  trailing  down  the  back.  He  removed 
the  testicle  in  a  boy  in  whc«n  it  was  undescended.  Professor  S. 
thinks  that  when  the  testicle  is  pushed  back  into  the  peritoneal 
cavity  it  may  give  rise  to  peritonitis  or  become  the  seat  of 
neoplasm.  He  next  did  a  total  hysterectomy  for  myoma  with 
a  large  malignant  ovarian  tumor  and  another  mass  of  disease 
in  the  sigmoid.  The  latter  was  left  to  be  dealt  with  at  a  later 
date.  A  Cleveland's  ligature  carrier  was  used  to  apply 
the  ligatures — silk  for  the  larger  and  catgut  for  the  smaller 
vessels.  A  large  rubber  and  gauze  drain  was  carried  from 
above  the  pubis  to  beyond  the  vulva.  The  parietal  wound 
was  closed  with  through-and-through  thick  silver  sutures, 
passed  with  a  Reverden's  needle.  Third  case,  complete  rup- 
ture of  the  perineum,  treated  by  flap  splitting,  extensive 
separation  of  the  rectum  from  vagina,  with  much  hemorrhage. 
Silver  wire  sutures  beginning  anteriorly.  I  noticed  that  the 
fees  were  paid  at  the  time  in  each  case. 

Hopital  Cochin.  —  Professor  Faure,  using  oxygen  and 
chloroform  as  an  anesthetic,  did  a  total  hysterectomy  for 
extensive  cancer  of  the  cervix,  employing  the  combined  method 
(vagino-abdominal).  The  internal  iliac  artery  was  tied  on 
each  side  directly  the  abdomen  was  opened.  All  ligaturing  and 
suturing  is  done  with  a  Reverden's  needle;  catgut  for  both. 
Two  bleeding  points  deep  down  in  the  pelvis  were  secured 
by  Michel's  metal  sutures.    Rubber  tubes  and  gauze  for  vaginal 
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drainage.  Closure  of  peritoneum;  several  glands  removed 
with  the  uterus ;  parietal  wound  closed  in  layers  with  catgut. 
Whole  operation,  including  disinfection,  occupied  one  hour. 

Dr.  Chas.  Walther,  in  the  Hopital  de  la  Pitie,  did  a  sub- 
total hysterectomy  for  chronic  metritis  and  salpingitis.  Bodi 
ovaries  were  removed,  although  the  patient  was  young.  The 
raw  surfaces  of  the  cervix  were  united  by  continuous  ca^t, 
after  the  canal  had  been  burnt  out  with  the  actual  cautery. 
Catgut  ligatures  passed  with  Reverden's  needle.  The  appendix 
was  removed  by  crushing,  thermo-cautery  and  catgut  ligatures. 
Parietal  wounds  usually  closed  in  layers  with  catgut,  but  on 
this  occasion  through-and-through  sutures  of  double  horsehair 
used.  Chloroform  was  given  by  Ricord's  apparatus,  preceded 
by  an  injection  of  scopolamine  i  mm. 

At  the  Hopital  Lariboisiere,  Dr.  Hartman  did  nephrectomy 
for  tuberculous  kidney,  using  catgut  ligatures  passed  by 
transfixion  with  Reverden's  needle.  Morris'  long  incision; 
two  large  drain  tubes  were  inserted,  and  the  wound  closed  with 
through-and-through  silver  wire  sutures. 

At  the  Hopital  Cochin,  Professor  Faure  did  two  subtotal 
hysterectomies  for  myoma.  Each  operation  occupied  twenty 
minutes.  The  cervix  was  closed  with  catgut ;  catgut  ligatures 
passed  with  Reverden's  needle  for  the  vessels;  continuous 
catgut  in  layers  for  parietal  wound,  also  passed  with  Rever- 
den's needle.  Both  appendages  always  removed.  Professor 
F.  also  operated  on  a  case  of  chronic  salpingitis  with  adhesions. 
The  uterus  was  bisected  by  the  thermo-cautery  and  each  half 
removed  with  its  corresponding  appendage.  The  ovaries  were 
fairly  healthy.  A  large  rubber  drainage  tube  inserted  in  lower 
angle  of  abdominal  wound. 

At  the  Hopital  de  la  Pitie,  Professor  Cosset  did  appendicec- 
tomy,  completing  the  operation  in  ten  minutes.  The  appendix 
seemed  fairly  normal ;  it  was  removed  with  the  thermo-cautery, 
after  flap  of  peritoneum  had  been  turned  back ;  catgut  ligatures 
and  Reverden's  needle.  He  next  operated  on  a  young  woman 
already  operated  upon  twice  by  other  surgeons  (appendiccc- 
tomy  and  removal  of  one  appendage).  The  old  cicatrix  was 
exercised ;  a  pus  sac  aspirated  and  excised  on  R,  left  appendage 
also  rem.oved,  although  the  left  ovary  appeared  healthy.  (No 
sign  of  either  appendagfe  having  been  removed  at  previous 
operations.)     Total  hysterectomy  was  done.     A  nibber  and 
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gatize  drain  passed  from  pelvis  to  beyond  vulva.  Silk 
was  used  for  vessels  and  parietal  wound.  Professor  G. 
does  not  use  any  disinfectant  but  soft  soap,  alcohol  and 
ether.  Chloroform  is  given  in  the  French  complicated  apparat- 
us. In  hysterectomy  for  cancer  the  same  technique  is  observed, 
except  that  the  ureter  is  isolated. 

At  the  Broca  I  saw  Professor  Pozzi  do  a  subtotal  hysterec- 
tomy for  multinodular  myoma.  Several  of  the  nodules  were 
excised  first  to  make  mass  smaller  and  more  movable.  The 
cervix  was  sutured.  Hagedom's  needles  and  Pozzi's  holder 
were  used. 

Pozzi  then  gave  a  demonstration  of  the  treatment  of  in- 
operable cancer  of  the  cervix  by  an  intense  current  of 
electricity.  The  disease  condition  is  readily  scraped  away  after 
the  current  has  been  passed  for  a  few  minutes. 

Doyen  is  a  man  of  magnificent  physique,  with  mobile, 
expressive,  strongly  marked  features,  a  melodious  voice  and 
persuasive  speech.  It  is  said  Doyen  never  sleeps,  and  the 
tired  look  in  the  eyes  gives  foundation  to  the  statement.  When 
one  goes  into  his  laboratories  and  sees  the  hundreds  of  sections 
of  malignant  growths,  all  of  which  he  examines  and  tabulates 
himself,  one  wonder^  how  so  much  work  can  be  compressed 
into  a  twenty-four  hours'  day. 

Doyen's  first  case  was  diagnosed  "probable  g^ll-stones."  It 
proved  to  be  a  hard  thickening  of  the  pylorus  with  some  dilata- 
tion of  the  stomach.  There  were  many  adhesions.  The 
incision  was  long  and  there  was  much  exposure  of  the  small 
intestines  for  several  minutes,  while  the  nature  of  the  condition 
was  being  ascertained.  A  pyloroplasty  was  done  with  the 
thermo-cautery  and  silk  ligatures.  D.  said  "this  was  a  more 
rational  and  successful  procedure  than  gastro-enterostomy." 
The  needles  used  were  sharp  and  curved,  held  in  a  pressure 
forceps.  The  parietal  wound  was  closed  in  layers  by  silk,  the 
ends  were  left  long  so  that  the  sutures  could  be  drawn  out  in 
fourteen  days.  The  skin  was  united  by  Mitchell's  clips. 
Operation  occupied  forty  minutes. 

He  also  did  a  vaginal  hysterectomy  for  doubtful  cancer  of 
the  cervix.  The  uterus  was  fixed  and  the  vagina  narrow. 
Douglas'  pouch  was  opened  as  a  first  step,  the  uterus  was 
bisected,  the  broad  ligaments  clamped  by  two  of  Doyen's 
forceps  on  each  side,  and  each  half  of  the  uterus  cut  away^ 
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leaving  the  appendages.  The  vault  was  stuffed  with  gauze, 
but  not  suture^l.  The  operation  occupied  sixteen  liimutes.  D. 
said  if  the  microscope  revealed  cancer  he  would  do  abdominal 
section  and  remove  the  parametrium  in  two  weeks.  During 
the  operation  the  anal  aperture  was  closed  by  a  large  tongue 
forceps.  Another  operation  was  removal  of  a  goitre ;  it  proved 
to  be  suppurating,  so  was  merely  drained.  Doyen  is  careless 
in  his  aseptic  technique  and  talks  all  the  time  he  is  operating, 
yet  one  cannot  help  feeling  that  he  is  a  great  man. 

He  showed  about  a  score  of  patients  who  had  been  treated 
by  his  serum  with  and  without  operation  in  addition.  The 
antitoxin  of  the  micrococcus  neoformans  is  injected  one  day 
and  the  cocci  the  next.  In  some  cases  this  treatment  seemed 
to  have  had  a  beneficial  effect.  There  are  about  120  rooms 
in  his  private  hospital. 

(To  be  continued.) 

4.    4.    4. 

HOMEOPATHIC  REMEDIES  THAT  HAVE  PROVEN 
BENEFICIAL  IN   MY  OBSTETRICAL   PRACTICE. 

BY  R.    B.    LEACH,    M.D. 

Say!  don't  you  feel  downright  sorry  for  anyone  who,  like 
Frank  Billings,  says  that  "drugs,  with  the  exception  of  quinine 
in  malaria  and  mercury  in  syphilis,  are  valueless  as  cures?" 
How  impotent  such  men  must  feel  who  have  to  admit,  even 
left-handed,  as  it  were,  that  the  law  of  similars  is  the  only 
law  exemplified  in  the  cure  of  malaria  and  syphilis,  and  who 
forget  or  have  never  tried  and  seen  the  almost  phenomenally 
specific  action  of  a  dose  or  two  of  coffee  crude  or  cham.,  settle 
a  young  primipara  down  to  business  after  she  has  "raised  Ned" 
and  pitched  and  tossed  about  the  bed  and  swore  she  "just 
couldn't  have  that  baby,"  that  she  was  having  right  then  and 
there,  willy-nilly;  or  who  made  her  neighbors  think  she  was 
trying  to  pass  a  gall-stone  or  renal  calculus  and  not  the  "hard- 
shell Baptist"  who,  under  the  aforesaid  coffee  or  cham.,  comes 
prancing  into  this  benighted  world  "head  over  heels" — ^maybe 
only  to  become  the  victim  of  another  of  those  Nihilists  whom 
poor  Osier  tells  us  cannot  cure  rheumatism  or  t)rphoid  fever  or 
pneumonia  with  drugs. 
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I  recall  several  just  such  "picnics";  so-called,  I  reckon, 
because  the  fellow  that  prepares  the  feast  enjoys  the  same 
least — when  it  conies  tinie  to  partake.  I  recall  one  in  par- 
ticular, the  better  half  of  a  public  baker  of  bread,  who  tried  to 
tell  all  the  town  all  about  it,  on  a  certain  night  when  I  felt  as 
though  Sheridan  had  rented  out  Texas,  sure  enough,  and  was 
with  us  in  the  other  place.  In  fact,  once  of  twice  it  seemed 
to  me  that  my  friend,  the  baker,  had  connected  his  bake-oven 
with  the  bedroom,  where  we  were  at  the  time  more  or  less 
seriously  debating  the  time  honored  "To  be  or.  not  to  be."  I 
had  more  than  once  before  used  hot  applications  to  the  abdomen 
or  cervix  of  my  patients,  but  not  till  that  night,  as  I  now  recall 
it,  had  I  seen  its  relaxing  properties  tested  simultaneously  upon 
both  patient  and  doctor  and  all  over  both.  Coifee  crude,  in 
this  case,  settled  the  question. 

Or,  have  you  never  seen  one  of  those  China  cases  of  post- 
partum flooding  where  the  patient,  apparently  resting  well  and 
easy  and  free  of  pains  and  apprehension,  suddenly  says :  "Why, 
doctor,  I'm  just  floating  away,"  and  looking  you  see  the  cold 
sweat  start  from  every  pore  of  her  face,  her  eyes  stare  at  you 
as  though  you  were  a  ghost  she  had  just  discovered?  Don't 
you  recall  such  a  case?  Say!  I  remember  just  such  an  in- 
stance and  even  now,  after  more  than  a  dozen  years,  I  feel 
as  if  I  again  had  la  grippe  or  dumb  ague  as  I  recall  how  I 
felt  at  that  time  when,  with  accelerated  heart's  action,  flushed 
face  and  glistening  eyes,  accompanied  by  those  hot  and  cold 
thrills  which  alternately  chased  each  other  up  and  down  my 
spinal  column,  instantaneously  and  simultaneously  covering 
me  with  goose  flesh  and  a  clammy  sweat  from  head  to  heels, 
I  plunged  my  left  hand  under  those  bed-clothes,  found  the 
suspected  hemorrhage,  and  with  my  right  found  and  adminis- 
tered a  dose  of  China  off.  I  right  now  recollect  about  how  I 
felt  right  then. 

I  remember  particularly  recalling  the  sensations  experienced 
once,  when,  as  yet  but  a  college  student,  I  had  had  a  lady's 
shawl  pinned  under  my  chin,  from  behind,  by  a  young  woman 
I  at  first  believed  to  be  a  somnambulist,  but  soon  rightfully 
decided  was  insane.  I  recollect  recalling  just  how  fast  and 
furious  the  chills  "ran  a  blue  streak"  up  and  down  my  vertebra, 
upon  that  occasion,  playing  sad  havoc  with  my  newly  combed 
hair,  as  "my  lady,"  pinning  the  shawl  under  my  chin,  said: 
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"Oh,  you  are  so  cold  I  so  cold !"  I  recollect  that,  by  comparison, 
the  sensations  of  those  student  days  and  the  one  when  that 
post-partum  was  in  evidence,  were  practically  identical.  My 
mind  was  tied  hand  and  foot,  so  to  speak,  but  self-preservation 
being  the  first  law  of  nature  (and  my  reputation  was  at  stake), 
and  celerity  of  action  often  one's  only  salvation,  I  felt  that  that 
was  one  time  when  I  was  justified  in  acting  first  and  thinking 
afterward — ^if  such  be  possible.  At  any  rate,  I  felt  right  then 
that  if  "time  is  money,''  as  they  tell  us,  I  was  "mighty  nigli 
broke" ;  at  least  that  is  the  way  1  felt  until  I  got  that  dose  of 
China  off.  on  to  that  woman's  tongue,  those  clots  cleaned  out» 
and  I  felt  that  utenis  contracted  down  oa  to  my  fist  like  a 
tablet  machine  turning  'em  out  135  per  minute, — "and  then 
some." 

Or,  if  you  have  missed  one  of  those  common  enough  cases, 
where  your  patient's  nausea  constantly  reminds  you  of  that 
story  of  Jonah  in  the  whale's  "society"  for  three  days,  con- 
sider yourself  in  luck,  but  dcxi't  forget  that  ipecac  is  "one  of  the 
finest"  under  the  circumstances,  especially  where  the  nausea 
is  accompanied  by  sharp,  shooting  pains  a^romid  the  uterus, 
that  simply  fret  your  patient  and  "do  nothing"  except  interfere 
with  real  labor ;  or,  in  those  cases  of  hemorrhage,  with  retained 
placenta,  plus  nausea.  Not  only  remember  this  experience  of 
"the  other  fellow,"  but  that  "it  may  be  your  turn  next." 

And  then,  with  all  others,  don't  let  your  nux  patient  fool 
you,  and  swear  by  all  that  is  good  and  holy  that  she  "just  mast 
get  up  on  to  the  jar'*  where,  with  but  one  pain,  instead  of 
something  else,  the  baby  rolls  down  the  cord,  escaping  only 
from  a  hot  to  a  cold  bath :  or,  unless  lucky  as  I  once  was,  you 
get  that  woman  back  into  bed  in  a  jiffy  (the  cord  having  been 
broken  in  the  fall)  and  you  deliver  diat  child  at  secondhand 
from  a  wouldbe  watery  grave. 

Then,  too,  you  will  recall  bell.,  as  your  patient  (like  one  of 
mine)  cries  out  and  complains  at  every  move  you  make  across 
the  floor  or  every  time  you  jar  her  bed— «nd  you  will  look  for 
and  probably  find  that  hot,  dry,  tender  cervix  and  a  rigid  os 
whose  "puckering  string"  you  soon  relax  with  your  remedial, 
given  in  potency  per  orum  or  applied,  as  I  often  apply  it,  in 
the  form  of  the  fluid  extract  in  vaseline,  in  the  proportion  of 
2  grains  of  the  former  to  i  ounce  of  the  latter. 

And,  of  course,  you  all  will  think  of  caul,  when  those  false 
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pains,  and  an  os  like  a  baby's  teething-ring,  nearly  set  both  the 
patient  and  the  doctor  crazy  and  drive  poor  mother-in-law  from 
that  room  where,  according  to  her,  "nothin'  seems  to  do  no 
^:ood  to  nobody."  Or,  perhaps,  you  may  think  of  gels.,  as  in 
one  of  my  more  recent  cases,  where  tlie  patient  has  the  "big 
head,"  her  pains  bearing  to  the  north,  instead  of  to  the  south, 
her  face  red,  even  in  the  absence  of  pains,  constantly  chilly, 
her  eyes  sleepy-looking,  though  it  was  day  time  and  just  after 
a  fairly  good  night's  rest,  the  os  being  wide  open,  but  "nothin' 
doing'."  Or,  as  in  another  recent  case,  where,  labor  over,  the 
after  pains,  like  the  patient,  changing  their  minds  so  often  I 
•could  think  of  nothing  so  much  as  Kraft!s  pear-shaped  head, 
and  finding  same  and  other  signs  arid  symptoms,  like  frequent 
floods  of  tears  (apparently  substituted  for  the  delayed  milk), 
•one-sided  sweating  and  thirstlessness,  though  there  was  some 
fever,  I  promptly  gave  mv  puis.,  and  soon  had  things  "right 
side  up  with  care,"  with  some  hopes  of  saving  the  father. 

All  this,  of  course,  will  come  easy  enough,  after  awhile,  when 
things  go  wrong,  for  the  characteristics  of  some  of  these  and 
•others  are  apt  to  stand  out  in  your  mind's  eye  like  welts  on 
your  anatomy  "like  father  used  to  make,"  when  "in  ye  olden 
tyme"  you  and  he  used  to  hold  "those  never  to  be  forgotten" 
seances  in  the  old  woodshed.  Don't  forget,  however,  that  only 
too  often  the  "lying-in-room"  is  a  misnomer  and  that  while 
there  is  always  plenty  of  lying  in  the  room  it  should  be  digni- 
fied "the  gossypium"  (after  the  Latin),  or  room  where  the 
uterine  contractions  being  feeble  and  insufficient  the  labor 
languishes  almost  painlessly,  or  not  infrequently  the  placenta 
Tiangs  on  like  a  leech,  so  that  one  would  almost  believe  it  an 
interference  of  the  witches  in  behalf  of  all  the  gossips  of  the 
neighborhood  who  are  thus  provided  the  excuse  to  linger  and 
retail  to  your  expectant  mother  all  the  horrors  of  your  behind 
the  times  confreres,  whose  cases  "were  jUst  like  yours,  my 
•dear";  whose  vis  medicatrix  natura,  plus  chloroform,  forceps 
and  ergot,  are  their  limit.  Don't  forget  gossypium;  it's  a 
synonym  for  delayed  labor. 

These,  together  with  sabina  and  secale,  where  indicated, 
especially  in  after  trouble:  but  above  all  others  aeon,  and  arn. 
have  done  great  service  in  this  class  of  cases  for  more  than  a 
■quarter  of  a  century  for  one  whose  humble  opinion  of,  and 
allegiance  to,  similia  you  all  know  full  well  has  been  tested 
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more  than  once,  and  who  is  ready  at  any  time  any  where  to 
again  be  tested,  regardless  of  manner  or  personage  "bossing 
the  job."  The  writer's  greatest  ambition  ever  having  been  to 
so  live  that  when  the  end  comes  it  may  truthfully  be  said  of 
him,  as  the  preacher  said  of  the  other  fellow :  "He  done  his 
durndest;  angels  could  do  no  more." 

4*  4*  4* 

Current  Camment^ 

James  R.  Purdy,  M.D. : 

The  natural  outcome  of  improvements  in  ordinary  forceps- 
is  the  axis  traction  forceps.  Long  forceps,  properly  used, 
should  pull  very  nearly  in  the  axis  of  that  part  of  the  pelvis- 
through  which  it  is  desired  to  draw  the  head  at  the  moment, 
but  this  action  can  be  more  powerfully  and  accurately  pro- 
duced by  mechanical  arrangements  in  the  forceps;  by  means 
of  traction  rods  or  tractors  direct  traction  is  possible  in  the  axis 
of  the  brim  without  any  loss  of  power.  Axis  traction  apparatus- 
is  so  jointed  that  the  forceps  is  free  to  rotate  and  follow  the 
movements  of  the  descending  head  while  traction  is  being 
applied. 

It  is  the  application  of  the  traction  force  directly  in  the 
proper  line  and  the  freedom  of  the  forceps  to  follow  the 
movements  of  the  head  which  constitute  the  enormous  advan- 
tages of  the  axis  traction  forceps.  In  axis  traction  instruments 
the  head  guides  the  forceps,  while  in  ordinary  instruments  the 
forceps  guides  the  head. 

In  ordinary  forceps  the  pull  is  much  anterior  to  the  true 
axis  of  the  pelvis,  consequently  the  head  is  dragged  against 
the  back  of  the  symphysis  and  is  therefore  a  retarding  instead 
of  an  accelerating  force. 

There  can  be  no  question  that  whenever  axis  traction  forceps 
are  properly  made,  and  properly  used,  they  are  a  great  im- 
provement in  every  way  on  the  ordinary  forceps. 

*        *        * 

Wm.  Gillespie,  M.D. : 

Considering  health  problems,  may  we  not  mention  puerperal 
sepsis  and  its  chief  predisposing  cause,  the  midwife?  As  nearly 
as  I  can  understand  this  question,  the  State  is  much  more 
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interested  in  getting  reports  of  births  and  deaths  than  in  trying 
to  regulate  the  conduct  of  those  in  whose  hands  are  placed 
the  lives  of  mother  and  child.  All  births  cannot  occur  under 
the  care  of  experts,  but  all  might  be  supervised  by  physicians. 
On  this  subject  I  would  like  to  write  a  paper,  but  will  at  this 
time  content  myself  with  presenting  a  few  facts.  I  have  had 
the  opportunity  of  seeing  many  badly  managed  labors,  and  by 
no  means  all  of  them  in  the  practice  of  midwives.  There  is, 
however,  a  striking  difference  between  consultation  work 
where  the  midwife  has  and  has  not  preceded  you.  It  is 
seldom  that  sepsis  is  met  with  where  the  labor  has  been  under 
the  direction  of  a  physician ;  it  is  rare  to  escape  a  more  or  less 
serious  infection  when  a  midwife  has  been  in  charge.  There 
appears  to  be  no  way  of  suppressing  the  licensed  midwife,  but 
I  feel  confident  that  if,  like  our  milk,  they  were  judged  by  the 
bacterial  count,  most  of  them  would  be  condemned. 


Wm.  Billington,  M.D.: 

In  February,  1906,  Murphy  published  an  account  of  his  now 
well-known  method  of  treatment  of  difFuse  septic  peritonitis. 
In  brief,  this  consists  in  rapid  elimination  of  the  cause  of  the 
peritonitis — for  example,  the  removal  of  a  gangrenous  appen- 
dix ;  free  drainage  of  the  peritoneum  by  means  of  rubber  tubes 
passed  through  the  operation  wound  and  into  the  bottom  of 
Douglas's  pouch  through  a  suprapubic  puncture;  the  assump- 
tion by  the  patient  of  the  semi-sitting  position  after  operation ; 
the  prevention  of  peristalsis  by  withholding  all  food  and  fluids 
by  the  mouth ;  and  the  introduction  into  the  circulation  of  large 
quantities  of  fluid  by  absorption  from  the  rectum.  He  claims 
that  in  this  way  the  current  in  the  lymphatics  of  the  peritoneum 
is  reversed,  that  membrane  becoming  a  secreting  instead  of 
an  absorbing  surface,  with  the  result  that  septic  matter  is 
washed  away  in  the  free  flow  that  takes  place  through  the 
drainage  tubes.  Further,  toxins  already  in  the  blood  are 
diluted  and  their  elimination  facilitated  by  the  free  diuresis 
that  is  induced.  Murphy  states  that  only  one  death  occurred 
amongst  the  last  36  cases  treated  by  him  in  this  way. 

Of  the  value  of  this  method  of  treatment  there  can  be  no 
doubt.  Success,  however,  largely  depends  upon  the  quantity 
of  fluid  that  the  rectum  can  be  made  to  absorb.    Murphy  intro- 
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duces  a  nozzle  with  three  or  four  openings  into  the  rectum, 
and  attaches  it  by  means  of  rubber  tubing  to  a  bag  containing 
warm  water.  The  bag  is  slung  three  or  four  inches  above  the 
plane  of  the  rectum,  so  that  the  water  runs  in  at  very  low 
pressure,  and  all  distension  of  the  bowel  is  avoided.  I  have 
attempted  to  carry  out  this  treatment  on  many  occasions,  but 
have  never  succeeded  in  getting  the  rectum  to  absorb  the  large 
quantities  of  fluid  that  Murphy  mentions.  With  the  patient 
sitting  in  a  nearly  upright  position  it  is  almost  impossible  to 
prevent  leakage  through  the  anus.  This  not  only  stultifies 
the  procedure  but  causes  the  patient  a  good  deal  of  annoyance. 
In  many  cases  also  the  rectum  becomes  very  intolerant  of  the 
prolonged  presence  of  the  tube,  and  straining  occurs.  Many 
other  surgeons  whom  I  have  specifically  questioned  upon  this 
point  appear  to  have  experienced  the  same  difficulty. 

It  occurred  to  me  that  the  appendix  might  with  advantage 
be  utilized  for  the  purpose  of  introducing  fluid  into  the  large 
bowel,  and  on  several  occasions  I  have  done  so  with  marked 
success.  When  the  appendix  is  healthy — for  example,  in 
peritonitis,  following  perforation  of  a  gastric  ulcer — ^an  incision 
is  first  made  over  tlic  lesion,  which  is  rapidly  treated  in  such 
a  way  as  to  prevent  further  contamination.  No  attempt  is 
made  to  cleanse  the  peritoneum  by  irrigation  or  mop[Mng,  but 
adequate  drainage  is  provided  for,  preferably  by  means  of 
rubber  tubes  passed  through  the  wound.  Then,  instead  of 
making  a  suprapubic  puncture  to  allow  of  the  introduction  of 
a  rubber  tube  into  Douglas'  pouch,  the  abdominal  cavity  is 
again  opened  by  a  small  vertical  incision  over  the  lower  part 
of  the  right  rectus,  the  fibres  of  which  are  separated.  The 
appendix  is  pulled  up  into  the  wound,  and  the  distal  portion 
cut  oS,  The  stump  is  then  fixed  in  the  upper  angle  of  the 
wound  by  one  or  two  silk  sutures  passing  through  all  its 
coats  and  the  skin.  The  open  mouth  of  the  stiunp  is  prac- 
tically flush  with  the  skin,  and  through  it  a  small  rubber 
catheter  is  passed  into  the  caecum.  A  large  rubber  drainage 
tube  is  finally  passed  to  the  bottom  of  Douglas's  pouch  through 
the  lower  part  of  the  wound.  The  patient  is  then  put  back  to 
bed,  with  the  rubber  catheter  projecting  through  the  dressings, 
care  being  taken  to  prevent  it  being  accidentally  pulled  out. 
Finally,  the  patient  is  placed  in  the  Fowler  position,  and  the 
catheter  connected  by  rubber  tubing  to  a  tank  in  which  is 
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warm  normal  salt  solution.  The  tank  stands  on  a  table  at  the 
bedside  and  should  not  be  more  than  three  inches  above  the 
plane  of  the  caecum.  The  flow  of  water  is  regtilated  by  a 
clamp  on  the  rubber  tubing. 

If  the  peritonitis  is  secondary  to  disease  of  the  appendix, 
tfie  above  procedure  must  be  modified  somewhat.  An  incision 
is  then  made  over  the  appendix  and  its  condition  ascertained. 
It,  as  is  often  the  case,  the  part  nearest  the  caecum  is  com- 
paratively healthy,  the  distal  portion  is  cut  off  and  the  stump 
sutured  to  the  skin,  as  already  described.  If  this  is  imprac- 
ticable, the  appendix  is  extirpated  in  the  usual  way  and  a  small 
portion  of  the  caecal  wall  nearest  the  surface  sutured  to  the 
skin.  A  puncture  sufficient  to  admit  the  rubber  catheter  is  then 
made  in  it.  It  is  advisable  in  these  cases  to  introduce  a  large 
rubber  tube  into  the  pelvis  through  a  separate  suprapubic 
puncture. 

I  use  normal  salt  solution  in  preference  to  plain  water, 
believing  it  to  be  less  irritating  to  the  mucous  membrane  of  the 
bowel.  Not  more  than  one  pint  per  hour  is  admitted  in  order 
to  avoid  distension,  and  care  must  be  taken  not  to  place  the 
supply  tank  at  too  high  a  level.  When  absorption  ceases,  as 
much  fluid  is  evacuated  from  the  rectum  as  is  introduced  into 
the  caecum,  and  the  supply  is  then  cut  off.  It  is  not  necessary 
to  leave  in  the  catheter  for  more  than  forty-eight  hours.  At 
the  end  of  that  time  it  is  withdrawn,  the  mucous  membrane  of 
the  stump  of  the  appendix  is  removed  for  a  little  distance 
down,  and  the  opening  closed  by  uniting  the  sero-muscular 
coats  with  a  catgut  stitch.  Finally,  any  adhesions  between  the 
skin  and  the  stump  are  gently  broken  down  and  the  latter 
allowed  to  retract.  In  this  way  the  risk  of  a  faecal  fistula  is 
minimized. 

In  practice  this  procedure  has  many  advantages  over  that 
employed  by  Murphy.  It  does  not  prolong  the  initial  operation 
by  more  than  two  or  three  minutes.  I  have  removed  a  gan- 
grenous appendix,  sutured  the  stump  in  the  wound,  and  pro- 
vided for  drainage,  with  the  patient  on  the  operating  table  for 
only  twelve  minutes.  The  quantity  of  fluid  admitted  to  the 
bowel  can  be  regulated  exactly,  while  the  whole  length  of  the 
large  intestine  takes  part  in  its  absorption.  The  patient  suffers 
practically  no  discomfort,  as  no  disturbance  of  bedclothes  is 
necessary  and  there  is  no  leakage  from  the  anus  until  absorp- 
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tion  is  at  an  end.  Further,  stimulants  and  nutrients  can  be 
easily  and  rapidly  administered,  if  desired,  by  simply  discon- 
necting the  tank  and  connecting  the  catheter  to  a  glass  funnel 
into  which  they  are  poured. 

*        *        ♦ 

Joshua  Lytle,  M.D. : 

I  have  treated  three  cases  of  puerperal  eclampna  by  empty- 
ing the  uterus.  All  recovered.  In  one  case  I  used  forceps,, 
in  one  I  dilated  with  Bossi's  dilator  and  used  forceps,  and  in 
one  I  made  incisions  in  the  cervix  and  delivered  with  forceps. 
From  my  limited  experience  I  would  strongly  recommend 
operative  treatment.  I  regard  treatment  by  remedies  as  only 
palliative.  In  emptying  the  uterus  we  get  rid  of  the  cause  of 
the  eclampsia.  It  is  said  that  the  shock  many  aggravate  the 
symptoms,  but  I  believe  if  the  patient  is  fully  under  the  influ* 
ence  of  chloroform  there  is  no  appreciable  shock.  The  attack 
generally  takes  place  about  the  eighth  month  of  pregnancy 
when  the  fetus  is  viable.  If  we  operate  socwi  we  may  save 
the  life  of  the  fetus  as  well  as  that  of  the  mother.  Probably 
those  who  have  had  bad  results  from  operative  measures  have 
only  used  them  as  a  last  resource  when  the  patient  was  practic- 
ally in  articulo  mortis.  As  long  as  the  fetus  remains  in  the 
uterus  the  patient  is  in  danger  of  having  a  fit.  It  may  occur 
during  your  absence  from  home  and  valuable  time  and  perhaps- 
a  valuable  life  may  be  lost  before  your  services  can  be  obtained. 
This  is  a  consideration  more  especially  for  general  practitioners 
who  have  country  patients. 

«        ♦        * 

Sinclair  White,  M.D. : 

In  common  with  the  majority  of  surgeons  I  believe  that  if 
all  cases  of  acute  appendioitis  were  operated  on  within  the 
first  few  hours  from  the  onset  of  symptoms  we  should  have 
fewer  deaths  from  the  disease  and  a  reduction  in  the  average 
period  of  incapacity  from  work  caused  by  it.  At  this  very 
early  stage  the  operation  is  easily  performed  and  has  hardly 
any  risk  as  to  life.  During  the  three  years  1905-8  there  was 
not  a  single  fatality  among  57  patients  operated  on  in  the 
Sheffield  Royal  Infirmary  for  acute  appendicitis  uncomplicated 
with  extra  appendicular  abcess.  In  many  of  these  cases  the 
appendicular  canal  was  full  of  pus  and  the  mucous  membrane 
gangrenous. 
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The  objection,  however,  on  the  part  of  a  large  section  of  the 
public  to  operations  that  may  not  be  absolutely  necessary  to 
life,  and  the  hope  in  each  particular  case  that,  after  all,  non- 
operative  measures  may  suffice,  have  hitherto,  and  will  I  fear 
always  constitute  difficulties  in  the  way  of  very  early  interfer- 
ence. 

If  the  case  has  not  been  seen,  or  if  the  question  of  operative 
interference  has  not  arisen  until  after  the  lapse  of  twenty-four 
hours,  it  is  probably  better  to  postpone  operation  unless  the 
symptoms  are  both  acute  and  progressive.  Mild  cases  usually 
begin  to  subside  on  the  second  day,  and  if  carefully  watched 
may  be  safely  left  until  the  storm  has  passed. 

Immediate  operation  is  called  for  during  any  stage  of  the 
disease  by  (i)  a  rapidly  increasing  pulse  rate,  particularly 
if  unaccompanied  by  a  corresponding  rise  in  the  tempera- 
ture; (2)  the  recrudescence  of  acute  pain  in  the  appendicular 
region  after  it  had  subsided,  or  a  sudden  increase  in  the 
severity  of  the  pain;  (3)  extension  of  the  pain,  tenderness, 
and  muscular  rigidity  to  other  parts  of  the  abdomen ;  (4)  com- 
mencing abdominal  distension,  with  or  without  vomiting;  (5) 
rigors ;  (6)  an  increase  in  the  size  of  the  appendicular  swelling 
after  the  third  day;  and  (7)  a  change  for  the  worse  in  the 
patient's  expression. 

If  there  is  irritability  of  the  rectum  with,  perhaps,  an  abund- 
ant escape  of  mucus,  we  should  suspect  and  examine  for  a 

pelvic  abscess. 

*        *        ♦ 

W.  H.  Knipe,  M.D. : 

In  regard  to  vaginal  examinations  during  the  first  stage 
of  labor,  it  is  conceded  that  they  should  be  made  as  sparingly 
as  possible;  in  fact,  in  a  case  that  is  progressing  favorably 
and  where  the  physician  is  within  easy  call,  it  is  far  preferable 
to  make  no  examinations  vaginally  at  all ;  for  the  stage  of  labor 
may  be  fairly  well  determined  by  the  character  and  frequency 
of  the  pains,  while  the  position  and  condition  of  the  child  are 
better  ascertained  by  abdominal  examination.  It  is  generally 
stated  that  a  vaginal  examination  should  be  made  when  the 
membranes  rupture,  but  this  is  unnecessary  in  vertex  cases  if 
by  previous  abdominal  palpation  we  have  determined  that  the 
head  has  engaged  and  that  the  fetal  heart  is  normal  in  rate; 
for  in  these  cases  there  can  be  no  prolapse  of  the  cord  and  the 
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reason  for  the  vaginal  examination  upon  rupture  of  the  mem- 
branes has  vanished.  However,  in  breech  cases  or  in  any 
abnormal  presentation  the  vaginal  examination  is  indicated, 
but  we  must  remember  that  repeated  examinations  in  these 
cases  are  apt  to  cause  early  rupture  of  the  membranes. 


F.  W.  N.  Haultain,  M.D.: 

The  treatment  of  cases  of  pregnancy  complicated  by  fibroids 
is  a  subject  of  the  greatest  importance,  and  necessarily  must 
vary  with  each  individual  case.  Generally,  it  may  be  said  to  be 
primarily  expectant  in  every  instance,  as,  according  to  many 
observers,  tumors  of  a  size  and  position  which  at  first  would 
seem  to  make  it  appear  unlikely  that  pregnancy  and  labor 
could  be  safely  terminated,  have  been  shown  to  have  given  rise 
to  no  untoward  results  whatever.  Of  these,  however,  I  have 
no  such  happy  personal  experience,  although  in  two  of  the 
cases  previously  described  I  had  the  possible  opportunity  of 
doing  so,  as  the  patients  were  under  my  care  before  urgent 
symptoms  supervened. 

Management  on  these  lines  must  only,  however,  be  adopted 
if  it  can  be  shown  that  by  conserving  the  life  of  the  child  the 
risk  to  the  mother  is  not  seriously  increased.  This  can,  in 
the  majority  of  cases,  be  answered  in  the  affirmative  from  the 
following  reasons: 

1.  The  chance  of  no  complications  occurring. 

2.  Should  complications  arise  they  can  usually  be  treated 
successfully. 

3.  The  risk  of  operative  treatment  after  the  viability  of  the 
child,  though  increased,  is  not  sufficient  so  as  to  warrant  early 
interference. 

4.  The  dangers  during  and  after  expulsion  appear  to  be  as 
great  in  the  early  as  in  the  later  months  of  pregnancy. 

The  lines  of  active  treatment  at  our  disposal  are:  The 
induction  of  abortion,  myomectomy,  hysterectomy. 

The  first  of  these  is  to  be  entirely  deprecated,  and  should 
never  be  resorted  to.  This  assertion  I  make  for  two  cogent 
reasons — ^first,  the  dangers  of  abortion  are  very  great,  as 
evidenced  by  the  cases  cited,  and  in  my  experience  supple- 
mented by  two  other  fatal  cases  from  septicaemia.  Further, 
should  fortunately  the  woman  survive  the  risks  of  abortion, 
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it  is  almost  certain  she  will  have  to  undergo  further  treatment 
by  myomectomy  or  hysterectomy,  which  could  have  been  as 
safely  done  with  the  uterus  gravid  as  after  it  had  been  emptied. 
By  the  induction  of  abortion,  therefore,  the  patient  has  to  run 
the  double  risk  of  the  abortion  and  subsequent  operation,  of 
which  the  former  is  by  far  the  greater. 

From  a  conservative  standpoint  myomectomy,  when  practic- 
able, is  the  ideal  treatment,  but  in  the  majority  of  cases  it  is, 
unfortunately,  unsuitable,  from  the  multiplicity  of  the  growths, 
their  degenerations,  and  sessile  character. 

In  the  treatment  of  fibroids  generally,  myomectomy  is  shown 
by  statistics  to  be  more  dangerous  than  hysterectomy.  If 
this  be  so,  it  is  much  increased  in  the  gravid  uterus,  from  the 
increased  vascularity,  which  must  necessarily  tend  to  increased 
bleeding,  not  to  mention  the  risks  of  subsequent  abortion. 
With  a  solitary  growth,  however,  giving  reasonable  hope  of 
ready  enucleation,  myomectomy  should  be  attempted  in  the 
majority  of  cases.  More  frequently,  however,  hysterectomy 
will  form  the  most  satisfactory  and  safe  operation. 

During  pregnancy,  the  operation  is  more  easily  performed 
than  usual,  due  to  the  softness  of  the  surrounding  tissues  and 
the  laxity  of  the  peritoneum,  and  seems  to  be  associated  with 
little  more  risk  than  when  undertaken  in  the  non-gravid  state, 
although  from  increased  vascularity  hemorrhage  may  prove 
troublesome  to  control,  particularly  in  the  enucleation  of  intra- 
ligamentary  and  cervical  growths. 

C.  P.  Fall,  M.D.: 

The  most  fatal  class  of  apendicnlar  oases  are  the  pus  cases 
that  come  to  the  surgeon  after  all  non-surgical  methods  of 
treatment  have  been  exhausted;  then  surgical  measures  are 
submitted  to.  In  these  cases  prolonged  surgical  interference 
is  unnecessary  and  harmful ;  I  find  it  unnecessary  to  completely 
anesthetize  the  patient.  I  make  the  McBumey  incision  and  in 
the  majority  of  cases  the  appendix  having  been  destroyed  by 
the  superative  process,  the  colon  crowded  inward  by  the  accu- 
mulation of  pus,  a  dressing  forceps  guided  by  the  finger  is 
thrust  through  the  lumbar  muscles.    The  drainage  tube  is  then  |j| 

drawn  through  and  the  patient  is  off  the  table  in  five  or  ten  $, 

minutes.    My  early  training  began  before  every  surgeon  had  ^ 

adopted  the  Lister  treatment.     Free  drainage  was  the  main  M 
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principle,  and  as  this  method  of  operating  on  these  cases  drains 
in  the  most  pendant  portion,  it  seems  to  me  to  be  ideal.  I  have 
had  most  excellent  results  and  this  manner  of  draining  is 
original  with  me  so  far  as  I  know. 

*        *        * 
O.  Grothan,  M.D.: 

Most  physicians  are  more  or  less  familiar  with  the  phyno- 
logicftl  reit  treatment  of  appendicitis*  but  only  a  few  carry  it 
out  with  sufficient  thoroughness  to  be  effective. 

The  observance  of  the  following  points  is  essential  to 
success:  Gastric  lavage  with  hot  water  is  necessary  at  the 
b^^ning  of  the  attack,  to  empty  the  stcxnach  of  food  or 
regurgitated  intestinal  contents.  The  fauces  should  be  sprayed 
with  a  cocaine  solution  to  prevent  gagging  when  the  stomach 
tube  is  introduced,  and  the  patient  placed  on  his  right  side  so 
that  the  weakened  appendix  may  have  the  support  of  the 
overlying  viscere,  should  vcHniting  accidentally  take  place 
during  the  lavage. 

One  or  two  thicknesses  of  towelling  should  be  kept  under 
the  ice-bag  to  prevent  frost-bites.  The  bag  must  not  be  too 
full  and  heavy,  and  should  be  continued  until  inflammation  has 
subsided. 

The  mouth  should  receive  attention  to  prevent  parotitis. 

The  patient  must  not  be  allowed  to  resume  the  upright 
posture,  or  change  from  side  to  side  in  bed,  though  the  Fowler 
position  may  be  beneficial. 

The  rectal  alimentation  with  sufficient  opium  to  control 
peristalsis  should  continue  until  inflammation  has  subsided  and 
the  bowels  have  moved  freely. 

When  flatulence  is  troublesome  the  introduction  of  a  rubber 
tube  just  within  the  sphincter  and  leaving  it  in  place  for  a  few 
minutes  before  each  enema,  will  be  found  often  to  give  relief, 
as  does  also  small  soap  or  alum  enemata.  These,  however, 
should  be  used  quite  weak,  as  stronger  ones  would  irritate  the 
rectum  and  interfere  with  subsequent  feeding. 

The  syringe  used  for  injection  should  not  be  elevated  more 
than  six  to  ten  inches  above  the  nozzle,  as  too  much  force  will 
produce  expulsion  of  the  fluid.  In  extremely  severe  cases  of 
progressive  peritonitis  from  gangrenous  appendicitis,  Kothe 
was  able  to  save  most  of  the  patients  by  rectal  infusion  of 
saline  solution.    The  fluid  is  placed  in  an  enema  bucket  raised 
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a  foot  and  a  half  above  the  head.  The  outlet  is  closed  to  allow 
only  one  or  two  drops  a  second  to  escape.  From  two  to  three 
hours  are  required  for  the  passage  of  a  pint. 

It  is  very  important  that  until  the  acute  symptoms  have 
subsided  and  J:he  bowels  move  freely,  which  they  usually  do  of 
their  own  accord,  absolutely  nothing  by  the  mouth  should  be 
allowed.  One  teaspoonful  of  cold  water  will  produce  gastric 
contractions  and  in  turn  peristalsis,  which  entirely  defeats  the 
object  in  view.  It  is  far  better  to  continue  the  rectal  feeding  a 
few  days  too  long  than  to  stop  a  day  too  soon.  Do  not  be 
over-anxious  about  bowel  movements  and  make  the  mistake 
of  administering  drugs  for  this  purpose,  or  giving  too  large 
enemas.    The  bowels  will  practically  always  right  themselves. 

This,  then,  constitutes  the  modem  and  only  safe  treatment 
for  practically  all  acute  intra-peritoneal  inflammations,  and  if 
thoroughly  applied  many — yes,  very  many — patients  that  are 
now  sacrificed  may  be  saved. 

♦        ♦        ♦ 

R.  P.  Heineck,  M.D.: 

Vaginal  hysterectomy  is  an  operation  not  to  be  performed 
in  the  treatment  of  perforating  wounds  of  the  uterus,  for  it 
calls  for  the  sacrifice  of  an  organ  which  may  not  be  perforated, 
and  which,  though  perforated  most  always  can,  with  little 
difficulty  to  the  operator  and  with  much  advantage  to  the 
patient,  be  saved. 

It  does  not  enable  the  operator  to  either  exactly  determine 
the  presence  or  absence  of  other  coexisting  intra-abdominal 
vascular  visceral  or  other  lesions  nor  does  it  enable  him  to 
repair  them. 

If  the  perforated  wound  has  been  inflicted  upon  a  non- 
septic  uterus  during  the  course  of  an  aseptic  intra-uterine 
maneuver,  in  the  absence  of  complicating  abdominal  lesions, 
recovery  is  the  rule. 

The  treatment  of  perforating  wound  of  the  uterus  is  deter- 
mined largely  by  the  following  conditions:  The  septicity  or 
asepticity  of  the  uterus,  of  its  contents,  or  of  the  perforating 
instrument.  The  presence  or  absence  of  coexisting  vascular, 
omental  or  intestinal  lesions.  The  size  of  and  the  number  of 
the  perforations.  A  piece  of  ementum  may  prolapse  through 
a  large  rent.  A  coil  of  gut  may  become  incarcerated  or  stran- 
gulated in  a  large  perforation. 
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If  the  uterus  be  non-septic,  if  the  perforating  instrument  be 
aseptic  and  if  it  can  also  reasonably  be  assumed  that  there  is 
an  absence  of  omental  or  intestinal  or  important  vascular 
lesions,  the  treatment  to  be  followed  is  one  of  "armed  expect- 
ancy." The  patient  must  be  confined  to  bed  and  immobilization 
enjoined  for  at  least  three  days.  The  patient's  pulse,  tempera- 
ture, facies  and  abdomen  must  be  carefully  watched.  A  sup- 
purative peritonitis,  circumscribed  or  diffuse,  a  suppurative 
cellulitis,  signs  of  internal  hemorrhage,  etc.,  call  for  interven- 
tion. A  wick  of  gauze  may  be  inserted  into  the  uterus,  but  it 
should  not  be  introduced  much  beyond  the  internal  os. 

In  all  cases,  in  which  there  has  been  a  prolapse  of  the 
omentum,  or  of  the  intestines  into  the  uterine  cavity;  in  all 
cases,  in  which  associated  injuries  to  the  intestines  or  omentum 
coexist,  or  in  which  there  are  reasons  to  fear  a  significant 
internal  hemorrhage,  laparotomy  is  urgent. 

Once  the  abdominal  wall  has  been  opened,  the  visceral  lesion 
must  be  repaired.  The  uterine  puncture  if  small  need  not  be 
sutured.  If  lar^s^e  (when  perforation  is  large  you  cannot 
depend  upon  the  contractility  of  the  uterine  muscle  to  entirely 
occlude  it)  if  of  the  nature  of  tears,  of  lacerations,  it  is  better 
that  they  be  sutured.  One  or  two  layers  of  sutures  may  be 
used.  Whether  small  or  large,  if  the  perforation  be  the  seat 
of  hemorrhage,  it  should  be  sutured. 

A  healed  perforation  of  the  uterus  apparently  does  not  inter- 
fere with  the  normal  development  and  normal  termination  of 
a  subsequent  pregnancy. 

*  ♦  4( 

Chas.  F.  Browne,  M.D. : 

For  a  few  months  after  each  and  every  case  of  obstetrics^ 
I  advocate  the  following  treatment:  As  soon  as  it  is  time 
for  your  case  to  get  up  from  her  bed,  after  confinement,  she 
should  be  properly  fitted  with  an  Albert  Smith  hard  rubber 
pessary,  which  will  support  the  heavy  uterus  and  the  pelvic 
floor  and  hold  them  in  the  normal  position  until  the  organ  is 
contracted  down  where  it  belongs,  and  give  the  rest  of  the 
parts  a  chance  to  regain  their  tone  and  strength.  Seventy-five 
to  eighty  per  cent,  of  these  cases  are  retroversions,  while  the 
balance  are  either  anteflexions  or  a  prolapsus  of  the  whole 
organ  downward  and  forward.  From  my  own  experience  in 
following  out  this  treatment,  I  would  urge  and  advise  every 
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physician  to  do  the  same,  and  if  they  would  they  would  soon 
see  that  they  were  doing  for  mothers  the  greatest  kindness  that 
it  is  possible  for  them  to  receive  from  the  hands  of  their  family 
physician.  A  properly  fitted  pessary  causes  no  irritation  what- 
ever. The  patient  does  not  know  she  is  wearing  it  (from  any 
physical  sensation  at  least),  and  if  it  does  not  cause  pressure, 
thus  bringing  on  discomfort  of  some  kind,  it  can  therefore  do 
no  harm. 

In  retroversion  or  retroflexion,  the  large  curved  end  of  the 
pessary  comes  lip  behind  the  cervix  and  rests  against  the  pelvic 
floor,  thus  preventing  the  body  of  the  uterus  from  falling 
backward.  The  small  end  rests  against  the  pubic  bone  in 
front.  The  cervix  itself  lies  inside  of  the  beginning  of  the 
greatest  curve  of  the  pessary. 

In  anteversion  and  anteflexion,  the  pessary  is  an  Albert 
Smith,  same  shape  as  the  above,  with  the  addition  of  a  v-shaped 
arm,  fastened  to  the  sides  of  the  pessary  by  hinged  joints. 
This  arm  comes  up  in  front  or  anterior  to  the  cervix,,  thus 
preventing  the  body  of  the  organ  from  tipping  too  far  forward 
over  the  bladder.  The  pessary  may  be  changed  once  a  week 
if  necessary,  but  if  the  parts  are  otherwise  normal  it  need 
not  be  changed  but  once  in  three  months.  (This  is  a  favorable 
point  with  most  patients  as  they  don't  like  the  bother  of  fre- 
quent changing.)  The  patient  taking  a  warm  antiseptic  douche 
once  or  twice  a  week,  which  will  keep  the  normal  secretions 
from  collecting  on  the  pessary  and  hardening,  thus  irritating 
the  mucous  membrane  of  the  vagina. 

Of  course,  you  will  find  some  cases  having  an  old  laceration 
of  the  perineum,  with  prolapsus  of  the  anterior  and  posterior 
walls  of  the  vagina  of  such  a  degree  that  a  pessary  will  not  stay 
in  place.  In  these  cases  the  perineum  should  be  repaired  first 
and  a  pessary  fitted  afterwards. 

*        *        * 

James  W.  Henson,  M.D. : 

In  examining  the  results,  suturing  in  trachelorraphy,  when 
done  by  the  usual  technique,  where  the  sutures  are  introduced 
so  as  to  include  a  little  of  the  mucous  membrane  at  each  margin 
of  the  denuded  surface,  we  often  notice  that  the  wall  of  the 
cervix  in  the  line  of  union  is  decidedly  thinner  than  elsewhere. 
Hoping  to  lessen,  if  not  prevent  this  defect,  the  writer,  after 
observing  the  marked  improvement  in  results  in  perineorrhaphy 
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in  the  cases  in  which  the  sutures  were  made  to  avoid  the  skin 
and  mucous  membrane,  determined  to  try  this  method  of 
suturing  in  trachelorrhaphy. 

A  suture  after  trying  is  more  or  less  elliptical  in  outline, 
depending  upon  the  degree  of  tension. 

In  the  usual  trachelorrhaphy  suture  the  fibro-muscular  coat 
of  the  cervix  lies  in  the  ends  of  the  ellipse. 

As  the  suture  is  tied  the  mucous  membrane  of  the  vaginal 
surface  of  the  cervix  is  drawn  toward  that  of  the  cervical  canal 
and  the  fibro-muscular  tissue  is  at  the  same  time  folded  upon 
itself  and  its  central  part  crowded  back  by  this  approach  of  one 
mucous  membrane  to  the  other. 

When  a  suture,  which  does  not  engage  the  mucous  membrane, 
is  tied,  there  is  less  infolding  of  tissue  because  there  is  less 
in  its  grasp  and  consequently  there  is  better  approximation  of 
the  central  part  of  the  fibro-muscular  coat. 

As  this  coat  is  closely  adherent  to  the  mucous  membrane, 
the  margin  of  the  latter  will  be  sufficiently  approximated  for 
union  when  the  former  is  brought  together  by  sutures.  Thus 
we  get  a  thicker  wall  at  the  line  of  union. 

This  plan  has  been  pursued  for  some  time  with  the  result 

that  in  every  case  the  tissues  in  the  line  of  union  are  thicker 

and  firmer  than  after  operations  by  the  usual  suture  method, 

proving  that  there  is  a  better  approximation  of  the  coats  in  the 

cervical  wall. 

*        «        « 

H.  D.  Bishop,  M.D.: 

In  considering  the  treatment  of  placenta  previa  emphasis 
must  be  given  to  the  statement  that  expectant  treatment  should 
never  be  chosen  when  a  positive  diagnosis  of  the  condition  has 
been  made.  We  all  meet  with  cases  where  the  great  desid- 
eratum is  a  living  child  and  expectant  treatment  is  demanded. 
Even  such  a  case  does  not  warrant  us  in  continuing  to  subject 
a  patient  to  the  great  dangers  of  her  condition.  Such  a  policy 
of  conservatism  should  not  be  adopted  unless  the  patient 
accepts  the  risk  and  places  herself  in  a  hospital  where  immedi- 
ate relief  can  be  secured  if  a  serious  hemorrhage  should 
occur.  We  should  advise  in  all  cases  where  a  positive  diagnosis 
can  be  made  that  the  uterus  be  emptied  at  once. 

The  method  employed  to  empty  the  uterus  depends  wholly 
tipon  the  stage  of  gestation,  the  condition  of  the  cervix  as  to 
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dilatability,  the  variety  of  the  placenta  previa  and  to  a  certain 
extent  upon  the  conditions  surrounding  the  patient  bearing 
upon  the  possibility  of  properly  carrying  out  the  various 
operative  procedures. 

If  the  placenta  previa  is  recognized  during  the  first  three 
months  of  gestation,  the  ordinary  operative  technic  of  dilata- 
tion and  curettage  is  sufficient  to  meet  the  conditions  present. 

After  the  third  month  and  up  to  the  time  of  viability  of  the 
fetus  the  operative  measures  chosen  must  vary  according  to 
the  symptoms  present.  If  hemorrhage  is  not  excessive,  we 
have  a  choice  between  tamponnade  of  the  cervix  and  the  use 
of  dilating  bags.  If  hemorrhage  is  excessive,  vaginal  Caesarean 
section  may  best  meet  the  emergency.  This  operation,  how- 
ever, is  not  indicated  if  the  development  of  the  fetus  is  such 
as  to  make  it  possible  to  perform  a  version. 

After  the  time  of  viability  of  the  fetus,  the  treatment  chosen 
depends  upon  the  variety  of  the  placenta  previa.  If  lateral, 
the  membranes  are  ruptured  and  dilatation  of  the  cervix  secured 
by  means  of  dilating  bags.  This  alone  is  all  that  is  necessary 
to  control  the  hemorrhage  in  many  cases.  If  it  does  not  do 
so,  immediate  delivery  should  be  made,  either  by  forceps  or 
version,  preferably  the  latter.  If  of  the  marginal  type,  the 
same  method  of  procedure  is  followed,  but  there  is  greater  need 
•of  rapid  delivery  and  manual  dilatation  of  the  cervix  should 
supplement  the  action  of  the  dilating  bags.  The  urgent 
necessity  for  rapid  extraction  often  leads  to  the  carrying  out 
of  this  procedure  before  the  cervix  is  sufficiently  dilated  and 
this  is  almost  certain  to  be  followed  by  serious  injury  to  the 
lower  uterine  segment. 

There  can  be  but  one  method  of  procedure  in  central  placenta 
previa,  namely,  manual  dilatation  of  the  cervix  sufficient  to 
introduce  two  fingers,  followed  by  penetration  of  the  placenta, 
rupture  of  the  membranes  and  combined  version.  If  time 
permits,  some  advantage  is  secured  by  performing  external 
version  preliminary  to  dilatation  and  extraction.  The  hemor- 
rhage is  checked  as  soon  as  one  or  both  legs  have  been  brought 
•down.  Extraction  of  the  body  should  be  done  slowly  in  order 
to  secure  delivery  without  injury  to  the  cervix,  an  accident 
very  liable  to  occur  in  this  form  of  previa. 

It  is  good  practice  to  include  the  intra-uterine  tampon  in 
the  after-treatment  of  all   forms  of  placenta  previa.     It  is 
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an  aid  in  the  prevention  of  post-partum  hemorrhage.  Some 
do  not  advise  this  precaution,  but  it  has  been  my  experience 
that  it  is  a  wise  prophylactic  measure.  Another  important 
factor  in  the  after-treatment  is  the  early  use  of  salt  solution  to 
overcome  the  effects  of  the  anemia  as  soon  as  possible.  The 
sooner  the  normal  volimie  of  blood  is  restored,  the  greater  the 
immunity  of  the  patient  and  the  less  the  liability  of  sepsis. 

It  will  be  noticed  that  I  have  omitted  probably  the  most 
commonly  used  measure  in  the  treatment  of  placenta  previa, 
namely,  the  use  of  the  vaginal  tamponnade.  I  have  dcMie  sa 
because  I  consider  the  dilating  bag  superior  to  it  in  every 
way.  There  is  no  question  but  thst  the  tamponnade  partially 
controls  the  hemorrhage,  stimulates  uterine  contractions  and 
finally  efiFects  a  softening  of  the  cervix,  but  it  does  not  meet 
the  indications  for  treatment  as  well  as  the  bags.  Furthermore^ 
a  tamponnade  is  much  more  difficult  procedure  than  the  inser- 
tion of  the  bag  and  is  far  more  dangerous  as  a  factor  in  the 
production  of  sepsis. 

I  have  also  omitted  reference  to  abdominal  Caesarean  section. 
This  method  of  treatment  has  some  advocates  and  its  chief 
merit  is  its  low  fetal  mortality.  The  maternal  mortality  is  not 
so  good  as  in  other  methods  of  treatment.  It  is  especially 
indicated  as  favoring  the  child  in  placenta  previa  of  the  central 
variety  and  possibly  in  some  bad  cases  of  the  marginal  type. 
It  is  clearly*indicated  as  favoring  both  mother  and  child  in  old 
primipara  where  difficult  extraction  is  self-evident. 

A  new  method  of  treatment  has  recently  been  brought  to  the 
attention  of  the  profession.  It  consists  in  ligation  of  the 
uterine  arteries  followed  by  immediate  extraction.  It  has 
been  used  in  a  number  of  cases,  in  some  of  which  a  living 
child  was  secured  when  at  the  time  of  operation  the  fetal  heart- 
beat could  not  be  heard.  The  method  is  correct  in  principlc,. 
and  I  believe  that  it  will  become  more  widely  used  than  any 
other  in  the  treatment  of  the  more  dangerous  forms  of  placenta 

previa. 

*        *        ♦ 

C.  V.  Cook,  M.D.: 

Having  for  a  number  of  years  been  very  closely  connected 
with  the  manufacture  of  pessaries,  I  have  had  unusual  oppor- 
tunity for  observing  physicians'  knowledge  of  pessaries  and 
their  uses.     These  observations  have  shown  me  that  large 
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numbers  of  the  profession  are  entirely  ignorant  of  any  prac- 
tical knowledge  of  the  application  of  pessaries.  There  are  many 
physicians  who  buy  an  instrument  and  adjust  it  without  regard 
to  either  length,  width,  size  of  ring,  length  of  vagina,  size  of 
uterine  neck,  or  in  fact  the  kind  of  displacement  the  patient  is 
afflicted  with;  without  stopping  to  see  whether  it  conforms 
with  the  natural  curvatures  of  the  vagina,  or  the  axis  of  uterus 
and  vagina,  they  introduce  it  themselves  or  let  the  patient  do 
so,  in  some  instances,  when  she  is  left  to  remove  it  or  wear 
it  to  the  end  of  her  days. 

No  woman  should  be  left  to  adjust  a  pessary  or  uterine 
support  of  any  kind  herself;  neither  should  she  remove  it 
herself;  far  better  that  none  should  be  used  than  applied 
without  any  regard  to  its  fitness  for  a  given  case.  I  consider 
it  just  as  essential  to  the  ultimate  recovery  of  the  patient,  in 
any  displacement  of  the  uterus,  to  have  a  properly  adjusted 
pessary,  as  that  a  proper  splint  should  be  applied  to  a  fractured 
bone ;  and  after  a  pessary  is  introduced  it  should  receive  nearly 
as  much  attention. 

If  there  is  a  deformity  in  the  shape  of  an  enlarged  and 
weakened  vagina  from  rupture,  either  partial  or  complete, 
during  child-birth,  or  from  any  other  cause  (for  I  believe  the 
vagina  to  be  the  principal  support  of  the  uterus),  an  operation 
should  be  performed  to  reduce  it  to  its  normal  size;  then  a 
proper  fitting  pessary  introduced  to  keep  the  displaced  organ 
in  position  until  the  vagina  heals  and  is  able  to  sustain  the 
weight  and  give  the  support  nature  intended  it  should.  After 
that  is  accomplished  the  instrument  may  be  removed,  when  the 
uterus  will  usually  remain  in  place. 

The  causes  of  uterine  displacements  are  so  varied  that  it  is 
impossible  to  point  out  any  one  to  be  guarded  against  to  the 
disregard  of  others.  The  most  prolific  cause,  however,  is,  I 
believe,  to  be  found  in  an  enlarged  and  weakened  vagina. 
When  we  consider  the  anatomy  of  that  canal,  and  notice  that 
external  to  the  mucous  membrane  its  walls  are  composed  of 
fibro-cellular  tissue,  the  muscular  fibres  of  which,  in  their 
normal  state,  are  contracted  sufficiently  strong  to  throw  the 
mucous  membrane  into  numerous  transverse  folds,  and  which 
can  be  contracted  at  the  will  of  its  owner,  it  is  very  easy  to 
see  that  anything  which  tends  to  weaken  these  walls,  or  prevent 
them  from  being  contracted  at  will,  is  liable  to  be  followed  by 
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descent  of  the  uterus,  there  being  nothing  to  support  it  froni 
the  bottom ;  consequently,  from  force  of  gravity,  it  descends, 
putting  all  its  ligaments  upon  the  stretch,  and  causing  all  those 
distressing  symptoms  usually  met  with  in  cases  of  uterine 
displacements. 

I  believe  that  procidentia  uteri  is  nearly  always  preceded  by 
relaxation  and  dilatation  of  the  vaginal  walls,  either  from 
child-birth,  long  continued  leucorrhea,  or  excessive  coitus;  or^ 
as  in  one  case  which  came  under  my  observation,  where  the 
vagina  had  been  occupied  for  several  years  by  a  large  fibroid, 
which  distended  and  destroyed  the  contractibility  of  the  mus- 
cular fibres  of  the  vagina,  so  that  after  the  tumor  had  been 
removed  the  vaginal  walls  did  not  recover  their  tonicity. 

I  have  rarely  seen  a  case  of  uterine  prolapsus  without  a 
corresponding  weak  and  dilated  vagina,  and  if  inquiries  are 
pressed  close  enough  we  will  usually  find,  in  most  such  cases, 
some  of  the  above  mentioned  causes  to  account  for  the  dis- 
placed uterus  and  dilated  vagina,  excepting,  of  course,  such 
accidental  causes  as  the  accumulation  of  liquid  in  the  abdominal 
cavity,  or  a  voluminous  ovarian  or  other  tumor,  which  may 
displace  the  organ  downward,  from  the  pressure  from  above, 
in  which  case  the  vagina  may  be  natural.  In  view  of  this,  we 
should  be  governed  by  the  abnormal  condition  of  the  vagina, 
as  well  as  by  the  kind  of  uterine  displacement,  in  our  selection 
of  a  pessary,  and  choose  one  which  least  disturbs  and  dilates 
that  canal. 

A  pessary  should  conform,  as  nearly  as  possible,  to  the 
natural  curvatures  of  the  vagina,  and  should  be  long  enough 
to  get  as  much  of  its  leverage  as  possible;  if  it  is  a  pessary 
sustained  in  its  position  by  outside  attachments  it  should  reach 
the  whole  length  of  the  vagina  and  protrude,  at  least  one-half 
inch,  so  the  outside  attachments,  whether  they  are  elastic  straps, 
or  rubber  tubes,  shall  not  infringe  upon  the  labia  or  entangle 
the  hair  upon  those  parts;  if  it  is  an  intra  vaginal  pessary, 
without  external  attachments,  it  should  be  as  long  as  possible, 
without  coming  in  contact  with  the  horizontal  ramns  of  the 
pubis  just  above  the  arch ;  it  should  be  long,  for  the  purpose  of 
getting  as  much  vaginal  leverage  as  possible ;  a  short  pessary 
that  does  not  get  vaginal  leverage  is  of  no  more  use  than  a 
cotton  pledget,  and  only  holds  the  uterus  up  by  distending 
the  vagina,  thus  causing  as  much,  or  more,  mischief  than  it 
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remedies;  on  the  other  hand,  an  intra  vaginal  pessary  should 
not  be  too  long,  and  never  long  enough  to  infringe  upon  the 
uretha,  neither  should  it  ever  be  adjusted  so  as  to  rest  against 
the  horizontal  ramus  of  the  pubis;  that  practice  is  the  most 
pernicious  ever  thought  of  by  the  profession.  I  prefer  a 
pessary  with  an  external  support,  and  I  believe  they  are  less 
liable  to  the  misapplied  and  not  open  to  the  many  objections 
to  be  urged  against  intra  vaginal  supports. 

One  thing  I  want  to  emphasize,  and  that  is  the  preparation 
of  the  patient  to  wear  a  pessary  of  any  kind.  Before  a  pessary 
is  adjusted  the  patient  should  either  use  daily  astringent  injec- 
tions, or  the  medical  attendant  should  apply  himself  pledgets 
of  cotton  saturated  with  some  such  material  as  tannic  acid  and 
glycerine  each  day  for  four  or  five  days  before  adjusting  the 
pessary.  The  patient  should  also  use  large  injections  of  hot 
water.  If  each  one  who  applies  pessaries  or  supporters  will 
observe  this  plan,  they  will  have  much  less  complaint  for  the 
first  few  days  of  the  instrument  causing  pain  and  discomfort, 
for  the  reason  that  a  displaced  uterus  is  usually  a  tender  and 
irritable  one,  and  that  tenderness  should  be  subdued  before 
anything  is  applied  to  remedy  the  displacement. 

♦        ♦        * 

John  F.  Winn,  M.D. : 

Regarding  the  management  of  the  preeclamptic  state,  if^ 
despite  the  general  hygienic  and  medical  treatment  represented 
by  an  exclusive  milk  diet  and  the  systematic  stimulation  of  all 
the  eliminative  processes,  the  danger  signals  are  progressively 
increasing,  I  am  in  accord  with  those  who  believe  that  prema- 
ture labor  should  be  promptly  induced,  but  only  by  that  method 
or  combination  of  methods  best  suited  to  the  case  in  hand; 
some  being  better  adapted  to  slow,  others  to  more  rapid 
methods  of  emptying  the  uterus;  and  I  am  reminded  to  say 
just  here,  that  the  apparent  divergence  of  opinion  regarding 
the  choice  of  methods  for  the  induction  of  labor  is  more  than 
likely  to  be  accounted  for  by  the  failure  to  fit  the  method  to 
the  individual  conditions  of  softening  or  dilatability  of  the 
cervical  tissues. 

I  believe,  further,  it  is  very  important  to  keep  in  mind  the 
fact  that,  in  the  presence  of  convulsions,  no  routine  treatment 
can  be  followed,  but  that  each  case  must  be  managed  in  accord- 
ance with  the  conditions  that  confront  us.    In  recent  years,  I 
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have  followed  the  combined  treatment — that  combination  of 
procedures  which  seeks  to  control  the  convulsions,  eliminate 
the  toxins,  and  hasten  the  delivery,  while  the  patient  is  under 
complete  anesthesia,  by  some  rapid  method  which  promises 
the  least  injury  to  the  mother. 

If,  despite  the  most  diligent  eliminativc  treatment,  the 
urinary  findings  and  the  subjective  symptcmis  show  that  the 
toxemia  is  progressively  increasing,  there  remains  but  one  thing 
to  do — empty  the  uterus.  If  labor  has  not  already  set  in,  and 
there  is  no  special  reason  for  haste,  a  slow  method  is  unques- 
tionably the  only  one  to  be  selected ;  one  least  likely  to  increase 
reflex  excitability  and  thereby  precipitate  a  convulsion.  The 
method  which  has  served  me  best  under  these  circumstances 
is  the  bougie  or  a  No.  20  F.,  soft  rubber  catheter.  While  this 
is  a  safe  method,  it  is  uncertain,  for  while  uterine  contraction 
may  set  up  in  a  few  hours,  it  often  happens  that  a  second  or 
even  a  third  catheter  has  to  be  introduced.  I  have  had  occa- 
sion to  employ  it  a  number  of  times,  however,  and,  when 
reinforced  by  a  cervical  gauze  tampon,  packed  closely  into  the 
cervical  canal  and  also  well  around  the  cervix,  it  has  rarely 
failed  of  result. 

When,  however,  the  toxemia  has  progressed  in  the  ante- 
partum condition  to  the  point  of  convulsions,  and  labor  pains, 
however  slight,  are  *being  excited  by  the  attack,  the  gravity  of 
the  situation  then  demands  that  premature  delivery  shall  be 
hastened  by  a  rapid  and  the  same  time  a  safe  method,  while 
the  patient  is  under  anesthesia.  It  is  extremely  fortuitous  if 
the  pains  are  increasing,  for  this  is  evidence  that  nature 
requires  that  the  pregnancy  shall  be  interrupted,  and  that 
she  is  doing  her  best  to  accomplish  that  end.  As  a  rule,  the 
pains  increase  in  force  in  proportion  to  the  severity  and  fre- 
quency of  the  convulsions,  thereby  producing  a  softness  of  the 
cervix  that  will  admit  of  a  partial  dilatation  of  the  greatest 
obstacle  to  delivery,  the  internal  os.  This  is  the  time  when 
veratrum  is  so  valuable  for  the  reason  mentioned  above,  viz., 
its  property  to  soften  and  relax  the  cervical  rings.  If,  under 
these  conditions,  it  is  possible  to  introduce  the  smallest  Voor- 
hees  rubber  bag,  it  should  now  be  done,  and  by  means  of  it 
complete  the  dilation  of  the  cervical  canal  and  external  os  to 
a  size  that  will  admit  the  index  fingers  of  both  hands  until 
full  dilatation  has  been  accomplished.     If  it  should  be  found 
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that  nature  has  already  dilated  the  cervical  canal  and  that  the 
external  os  alone  remains  to  be  opened,  the  situation  is  the 
more  fortunate,  because  the  bi-manual  dilatation  can  be  started 
at  once  without  the  preliminary  use  of  the  Voorhees  hydro- 
static bag.  Assuming  that  dilatation  has  now  been  completed 
by  tlie  bi-manual  method  and  the  time  has  arrived  for  the 
extraction  of  the  child,  the  choice  of  method  of  extraction  will 
depend  upon  the  following  conditions:  if  the  head  is  low 
down  in  the  pelvis,  apply  the  forceps ;  if  the  head  is  high  and 
particularly  if  movable  above  the  superior  strait,  delivery 
should  be  completed  by  version. 

There  are  times,  however,  when  even  a  more  complicated 
condition  exists  than  the  one  just  mentioned,  and  when  it  may 
be  very  difficult  to  decide  what  is  the  best  course  to  pursue. 
I  refer  to  those  cases  (and  worse  still  if  they  are  primipara), 
which  are  seized  with  convulsions  several  weeks  before  the 
.expected  confinement,  and  which  present  a  closed  cervical 
canal  with  a  cervix,  but  little,  if  at  all,  shortened,  and  which 
show  no  signs  of  uterine  contraction.  Here  the  need  for  rapid 
evacuation  of  the  uterus  would  seem  to  be  supreme  and  yet 
any  attempt  at  forcible  dilatation,  whether  by  parallel  steel 
dilators,  or  by  any  type  of  the  Bossi  instrument,  of  a  cervix 
whose  supra-vaginal  portion  has  not  yet  dilated,  would  un- 
doubtedly expose  the  patient  to  the  certain  danger  of  extensive 
uterine  rupture,  serious  hemorrhage  and  possibly  death. 

The  obstetric  treatment  under  these  circumstances  depends  in 
large  degree  upon  the  patient's  environment.  Stated  broadly, 
the  treatment  best  adapted  to  the  home  of  the  patient  for  con- 
vulsions unattended  by  labor  pains  and  in  presence  of  a  closed 
cervical  canal,  several  weeks  before  term  is  the  Voorhees 
hydrostatic  bag  in  graduated  sizes,  if  the  cervix  can  be  dilated 
enough  to  permit  of  its  introduction.  Otherwise,  one  is  forced 
to  rely  on  therapeutic  measures,  a  cool  head  and  discriminating 
judgment  for  the  management  of  the  case.  Much  has  been 
written  in  advocacy  of  the  Bossi  dilator,  which,  by  a  few 
obstetricians,  is  believed  to  be  especially  adapted  for  just  this 
class  of  cases,  but  the  more  conservative  obstetricians  of  this 
country  are  so  much  opposed  to  rapid  delivery  in  a  closed 
cervix  that  Bossi 's  dilator  and  all  other  methods  of  forcible 
delivery  are  very  properly  ruled  out. 
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A.  W.  Hobby,  M.D.: 

Of  the  anetthetiot  fn  goienl  we  during  labor,  chloroform 
is  perhaps  the  most  often  indicated,  as  the  patient  is  not 
likely  to  have  recently  ingested  food;  there  is  a  partial  anes- 
thesia caused  by  cerebral  congestion  due  to  the  expulsive 
efforts;  and  lastly,  the  degree  of  anesthesia  can  be  increased 
or  diminished  readily  according  to  the  indications. 

Ether  is  not  especially  contraindicated,  and  should  likely 
be  used  in  cases  where  prolonged  anesthesia  or  instrumental 
delivery  is  required. 

The  H.  M.  C.  compound  of  Abbott  is  perhaps  the  most 
convenient  anesthetic  now  in  use,  and  most  primipara  in  the 
first  stage  will  be  grateful  for  the  half-strength  tablet.  An 
hypodermic  of  this  strength  will  diminish  the  pain  and  subdue 
the  nervousness  and  apprehension  present  in  such  cases,  being 
effective  in  twenty  to  thirty  minutes,  and  will  last  from  two  to 
three  hours.  The  anesthetic  properties  may  be  shown  by  the 
fact  that  recently  I  did  a  bilateral  trachelorrhaphy  with  two 
injections  of  the  half -strength  tablet,  one  two  hours  and  one 
one  hour  before  operating. 

Now,  my  purpose  is  not  to  praise  the  properties  of  a  private 
formula,  but  inasmuch  as  it  can  be  done  without  danger,  to 
insist  that  the  obstetrical  patient  be  relieved  of  the  pain  accom- 
panying delivery. 

The  value  of  the  anesthetic  to  relax  the  perineal  muscles 
cannot  be  over-estimated,  for  no  one  who  watches  his  case 
closely  can  forget  the  tension  put  on  these  parts  when  the  head 
or  shoulders  pass  through  the  vulva,  and  bad  lacerations, 
especially  in  primipara,  may  thereby  be  avoided. 

The  contraindications  for  an  anesthetic  are  the  same  as  in 
general  surgery,  bearing  in  mind  that  much  less  is  necessary 
to  minimize  the  pain,  that  completed  anesthesia  is  scarcely 
necessary,  and  relaxation  is  needed  only  when  the  advancing 
child  produces  bulging  of  the  perineum. 
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PftAcncAx.  Dietetics.  By  Alida  Frances  Pattee,  Graduate,  Department 
of  Household  Arts,  State  Normal  School,  Farmington,  Mass.  Fifth 
Edition.   A.  F.  Pattee,  Publisher,  52  West  jgth  St.,  New  York.    1908. 

When  most  hospitalss  and  other  institutions  have  an  expert 
dietetician,  whose  duty  is  not  only  to  teach  the  preparation  of 
food  for  Ae  sick,  but  also  to  select  diets  for  those  who  are 
convalescent  or  well,  the  importance  of  a  practical  bode  by  an 
experienced  worker  in  that  field  becomes  a  necessity.  Five 
editions  of  this  work  have  been  demanded ;  it  has  been  adopted 
as  a  text-book  in  many  educational  institutions,  and  in  hospitals 
of  the  United  States  army,  recommended  by  many  State  Boards 
for  the  examinations  of  nurses.  The  author  has  a  wide  experi- 
ence and  the  stun  total  of  her  knowledge  with  much  outside 
help  is  presented  in  a  way  to  prove  both  useful  and  attractive. 

Minor  Subgery  and  Bandaging,  by  Heath,  revised  by  Bilton  Pollard, 
FJI.C.S.,  Surgeon  to  University  College  Hospital.  P.  Blakiston's 
Son  &  Co.,  Philadelphia. 

Heath's  "Minor  Surgery  and  Bandaging^'  is  an  old  friend, 
originally  devised  for  surgeons,  dressers  and  junior  practi-, 
tioners  to  furnish  instruction  for  the  care  of  surgical  cases. 
The  appreciation  of  the  profession,  which  called  for  twelve 
editions,  attested  its  value,  and  the  distinguished  author  shortly 
before  his  death  requested  Mr.  Pollard  to  prepare  another 
edition  of  this  bode.  The  reviser  has  been  careful  in  making 
such  alterations  and  editions  as  were  necessary  to  maintain  the 
original  character  of  the  work,  which  will  be  welcomed  as 
were  its  predecessors. 

DiS£ASfes  OF'  *HB  Skin  and  the  Eruptive  Fevers.  By  Jay  Frank 
Scbsmberfitf  A.B./  I4.I>.,  Professor  of  Dermatology  and  Infectious 
Eruptive  Diseases  in  the  Philadelphia  Polyclinic  and  College  for 
Graduates  in  Medkine.  W.  B.  Saunders  Co., London  and  Philadelphia. 

This  vcrfume  on  diseases  of  the  skin  presents  the  subject  in 
a  brief,  practical  manner,  special  attention  being  g^ven  to 
symptomatology,  diagnosis  and  treatment  of  diseases  of  the 
skin.  In  viewing  dematology  as  embracing  all  morbid  pro- 
cesses that  are  characterized  by  a  cutaneous  eruptive  condition 
of  the  skin,  the  author  includes  such  disease  as  typhoid  and 
typhus  fevers,  epidemic  cerebrospinal  meningitis,  malaria, 
rheumatic  fever,  angina,  tonsillitis,  etc.  As  these  conditions 
have  erupti(»is  oftien  confounded  with  processes  considered 
strictly  skin  lesions,  the  importance  of  befng  able  to  make  a 
differential  diagnosis  is  obvious.  The  work  is  fully  illustrated 
with  excellent  photc^aphic  reproductions  of  actual  cases. 

CoNSiiPATiON  AND  Intbstinal  OBSTRUCTION.  By  Samuel  Goodwin 
Gant,  M.D.,  LL.D.,  Professor  of  Diseases  of  the  Rectum  and  Anus 
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in  the  New  York  Post-Graduate  Medical  School  and  Hospital.  Two 
hundred  and  fifty  original  illustrations.  W.  B.  Saunders  Co.,  1909. 
Philadelphia  and  London. 

Gant  has  written  a  very  timely  and  useful  book,  one  which 
is  calculated  to  illumine  the  minds  of  physicians  and  awaken 
them  to  the  rather  tardy  realization  that  constipation  and 
digestive  disorders  frequently  depend  upon  conditions  purely 
mechanical  and  often  beyond  the  pale  of  the  internist  That 
to  afford  permanent  relief  such  cases  must  be  accurately  diag- 
nosed and  such  surgical  treatment  as  indicated  must  be  insti- 
tuted before  the  patient  can  be  even  started  on  the  road  to 
health.  The  subject  of  constipation  is  treated  exhaustively, 
with  full  instructions  as  to  procedures  other  than  surgical. 
The  surgical  treatment  of  constipation,  varjring  degrees  of 
intestinal  obstruction  from  bowel  incompetence  either  from 
causes  within  the  organ  itself,  displacements,  angulations, 
torsions,  adhesions,  etc.,  are  most  carefully  considered  and 
appropriate  treatment  indicated.  Much  valuable  information 
is  given  on  the  subject  of  ptoses  of  abdominal  organs  as  well 
as  the  surgical  and  non-surgical  treatment  of  diseases  of  the 
rectum  and  anus.  The  author  has  presented  the  subject  in  a 
manner  which  is  novel  as  well  as  practical,  and  the  apprecia- 
tion of  the  profession  will  undoubtedly  be  shown  by  a  large 
demand  for  his  book. 

The  Practici:  of  Obstetrics.  By  J.  Qinton  Edgar,  M.D.,  Professor 
of  Obstetrics  and  Qinical  Midwifery  in  the  Cornell  University  Med- 
ical College.  Third  Edition,  revised.  One  thousand  two  hundred 
and  seventy-nine  illustrations.     P.  Blakiston's  Son  &  Co.,  Philadelphia. 

In  order  to  present  the  practice  of  obstetrics  in  a  simple  and 
practical  clinical  form  so  that  it  would  best  meet  the  require- 
ments of  the  student  and  medical  practitioner  as  well  as  the 
active  obstetrician,  the  author  adopted  the  simplest  classifica- 
tion. The  success  attending  his  efforts  are  instanced  by  the 
demand  for  eleven  thousand  copies  in  less  than  three  years 
from  the  date  of  its  publication.  There  has  been  much  revision, 
condensation  and  omission  of  some  obsolete  matter,  which  has 
reduced  the  size  of  the  work  one  hundred  pages,  though  one 
hundred  and  forty  illustrations  and  much  new  matter  have 
been  added  to  the  new  edition.  Among  eight  new  subjects 
added  are  Appendicitis  Complicating  Pregnancy,  Bronchial 
Birth  Paralysis,  Vaginal  Incision  and  Drainage.  Fourteen 
subjects  have  been  rewritten  wholly  or  in  part,  and  the 
Embryolc^fy,  Pathology  and  Obstetric  Surgery  brought  quite 
.  up  to  date. 

A  Text-Book  of  the  Diseases  of  Women.  By  Charles  B.  Penrose, 
M.D.,  Ph.D.,  formerly  Professor  of  Gynecology  in  the  University  of 
Pennsylvania.  With  two  hundred  and  twenty-five  illustrations.  Sixth 
revised  edition.    W.  B.  Saunders  Co.,  1908.    London  and  Philadelphia. 
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The  first  edition  was  written  for  the  medical  student  with 
the  idea  of  presenting  the  best  teaching  of  modern  gynecology 
in  such  a  way  as  to  prevent  confusion.  Anatomy,  physiology 
and  pathology  were,  as  a  rule,  omitted,  and  only  one  plan  of 
treatment  for  each  disease  was  given.  The  successful  recep- 
tion of  this  idea  is  evidenced  by  the  demand  for  the  sixth 
edition,  which  follows  the  same  general  plan,  with  the  changes 
and  additions  made  necessary  by  the  increase  of  knowledge  in 
gynecology. 

PsAcncAL  Gynecology.  By  E.  E.  Montgomery,  M.D.,  LL.D.,  Professor 
of  Gynecology  Jefferson  Medical  College.  Third  revised  edition. 
Five  hundred  and  seventy-four  illustraticMis.  P.  Blakiston's  Son  & 
Co.,  Philadelphia. 

In  this  third  edition,  especial  attention  has  been  paid  to  the 
revision,  and  much  attention  given  the  addition  of  new  mate- 
rial on  later  operative  procedures  in  gynecology,  microscopic 
diagnosis,  gynecic  bacteriology  and  the  pathology  of  carci- 
mona  uteri  have  been  entirely  rewritten.  Without  doubt  this 
work  is  an  extremely  valuable  text-book,  embodying  as  it  does 
the  best  thought  on  the  subject,  presented  in  an  attractive  and 
practical  manner. 

A  Manual  op  Sukgery  tor  Students  and  Physioans.  By  Francis  T. 
Stewart,  M.D.,  Professor  of  Surgery,  Philadelphia  Polyclinic  Hos- 
pital. Five  htindred  and  four  illustrations.  P.  Blakiston's  Son  &  Co., 
Philadelphia. 

This  handsome  brochure  was  prepared  for  the  undergradu- 
ate, whose  needs  demanded  a  concise  manual  on  surgery,  which 
would  be  stripped  of  verbiage  and  confined  to  essentials.  The 
author's  aim  to  be  brief  and  practical  has  been  carried  out 
and  the  busy  physician  will  find  assistance  in  diagnosis  and 
treatment  of  surgical  cases  by  reference  to  this  little  volume. 
The  material  has  been  drawn  from  the  best  general  special 
works  on  surgery  as  well  as  incorporating  such  ideas  as  repre- 
sent the  present  status  of  the  surgery  of  to-day. 

Gonorrhea  in  Women.  By  Palmer  Findley,  M.D.,  Professor  of  Gyne- 
cology in  the  College  of  Medicine  of  the  University  of  Nebraska, 
Omaha.    C.  V.  Mosby  Medical  Book  and  Pub.  Co.,  St.  Louis,  Mo. 

In  a  monograph  of  over  one  hundred  pages,  the  author 
sets  forth  the  pathology,  course,  results  and  treatment  of 
gonorrhea  in  women,  and  offers  his  work  to  the  medical  pro- 
fession in  the  hope  that  it  may  serve  to  instruct  and  awaken 
all  to  a  supreme  realization  of  the  importance  of  the  subject. 
He  has  collected  data  from  the  very  best  literature  on  the 
subject  and  gives  the  opinions  of  the  best  workers  in  this 
particular  field. 
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Enbber  Gloves  and  Their  Snbstitntes. — G.  Becker  {DeuL 
med.  Woch.)  says  that  Unna  recommended,  in  1886,  covering 
the  hands  with  a  layer  of  soap,  in  order  to  cut  off  the  bacteria 
present  in  the  deeper  parts  of  the  epidermis,  when  it  was 
required  to  disinfect  the  hands.  Mikulicz  suggested  using 
thread  gloves,  Perthes  suggested  using  silk  stockinette  gloves, 
and  Wolfler  suggested  leather  gloves;  but  all  these  methods 
proved  to  be  sufficient  for  the  purpose.  Friedrich  found  a 
solution  of  the  difficulty  in  1898  in  the  shape  of  rubber  gloves. 
It  has  been  shown  that  these  can  be  sterilized,  and  provided 
that  no  cuts  or  tears  are  present,  the  field  of  operation  may  be 
kept  free  from  bacteria  from  the  hands  of  the  operator  by 
their  means.  The  sterilization  may  be  carried  out  by  means  of 
steam  or  by  boiling.  Steam  has  the  advantage  that  the  gloves 
can  be  used  in  a  dry  condition.  The  author  shows  that  the 
fears  which  have  been  expressed  that  the  steam  may  not 
penetrate  into  the  anterior  of  the  glove  is  not  well  founded, 
and  he  has  found  experimentally  that  gloves  sterilized  by 
steam  are  sterile  inside  and  outside.  Various  devices  have  been 
suggested  to  guarantee  the  full  action  of  the  steam,  such  as 
stuffing  the  fingers  with  wool  or  other  material,  hanging  the 
gloves  up  by  the  fingers,  or  putting  them  on  nickel  skeletons, 
but  all  of  these  devices  are  unnecessary.  There  is,  however, 
no  doubt  that  sterilization  does  attack  the  nibber,  and  after 
two  applications  of  steam  the  gloves  tear  very  easily.  Boiling 
is  better  tolerated,  but  this  has  the  disadvantage  that  after  the 
process  the  gloves  become  sacklike  and  no  longer  fit  the  fingers. 
It  is  uncomfortable  to  wear  gloves  which  have  been  boiled. 
Gloves  are  therefore  costly  as  a  means  of  protecting  against 
infection  by  the  hands 

An  advance  has  been  made  in  this  direction  by  the  introduc- 
tion of  a  method  of  disinfecting  the  surface  of  the  gloves  by 
washing  in  water  and  soap  for  three  minutes,  and  then  disin- 
fecting for  two  minutes  in  corrosive  sublimate  solution.  A 
further  disadvantage  of  gloves  is  found  in  the  fact  that  they 
can  be  cut  by  instruments,  and  then  the  danger  of  wound 
infection  is  greater  than  if  no  gloves  had  been  worn  at  all. 
It  was  to  overcome  these  disadvantages  that  certain  substitutes 
for  rubber  gloves  have  been  introduced.  The  author  mentions 
two  of  these,  Klapp's  chirosoter  and  Wederhake's  dcrmagum- 
mit. 

The  first  named  is  a  solution  of  a  waxy  and  balsamic  body 
in  carbon  tetrachloride,  which  is  sprayed  on  the  hands  and 
rubbed  until  dry.  It  is  supposed  to  fix  the  bacteria  in  the 
deeper  layers  of  the  epidermis  as  parafin  fixes  the  specimen 
in  embedding.    Becker  has  experimented  with  soiled  hands  and 
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chiroster,  and  has  found  that  relative  and  not  absolute 
sterility  of  the  surface  of  the  skin  could  be  obtained  by  this 
means.  He  mentions  that  the  space  beneath  the  nail  is  not 
completely  shut  oflF,  and  that  reliable  results  can  therefore  not 
be  expected. 

Dermagummit  is  prepared  by  Dr.  Degen  and  Kuth's  factory 
in  Diiren  (Rhine),  and  is  a  patented  solution  of  gum  elastic 
vulcanized  by  iodine.  It  is  sold  in  sterile  bottles,  and  should 
be  applied  to  the  hands  after  these  have  been  disinfected  in 
the  usual  manner  and  dried  with  a  sterile  towel.  The  rubber 
solution  is  rubbed  on  the  hands  until  a  thin  layer  covers  every 
part,  and  is  then  allowed  to  dry.  It  is  advisable  to  powder 
the  surface  with  sterile  talc  or  caolin  to  prevent  the  hands 
from  remaining  sticky.  Each  application  to  the  hands  costs 
from  4  to  6  pfennigs  ( i  pfennig  is  nearly  one-hundredth  of  a 
shilling),  but  the  cost  of  removing  the  layer  must  be  added 
to  this.  The  removal  can  be  done  with  carbon  tetrachloride, 
ether,  or  benzine.  First,  Becker  tested  whether  chemical  sub- 
stances like  the  ferrocyanide  of  potassium  could  pass  through 
the  layer,  and  he  found  that  this  was  not  the  case.  Next  he 
tested  the  efficacy  of  the  sterilization  process.  Hands  were 
infected  with  prodigiosus  cultures  and  then  covered  with 
dermagiunmit.  On  rubbing  sterile  potato  on  the  hands  some 
remained  sterile,  some  showed  growth,  but  none  showed  as 
free  growth  as  did  the  control  potatoes  rubbed  on  the  hands 
before  the  dermagummit  was  applied.  Passing  silk  behind  the 
nails  of  the  ordinary  hands  after  treatment  with  dermagummit 
removed  micro-organisms  which  grew  well  on  agar.  Probably 
the  drawing  of  the  silk  through  cut  into  the  rubber  coating. 
Although  he  admits  that  when  the  hands  are  disinfected  before 
the  application  of  dermagummit  the  bacteria  are  very  largely 
diminished,  he  does  not  consisder  that  we  have  any  right  to 
rely  on  the  absolute  sterility  of  hands  treated  with  this  material. 
He  claims  that  sterile  rubber  gloves  are  more  reliable,  and  even 
when  soiled  these  can  be  rendered  absolutely  sterile  in  five 
minutes  with  water,  soap  and  perchloride  of  mercury;  8  per 
cent,  formaldehyde  or  formogen  achieves  the  same  effect  in 
one  minute. 

TemicionB  Vomiting  of  Pregnancy. — No  satisfactory  expla- 
nation of  the  pathology  of  pernicious  vomiting  of  pregnancy 
has  hitherto  been  given,  and  probably  the  pathology  is  not 
always  identical.  Dufour  and  Cottenot  (Revue  Neurologique) 
look  to  the  nervous  system  to  explain  the  association  of  gastric 
disorder  and  uterine  disturbance  in  pregnancy.  They  are 
not  dogmatic,  but  bring  forward  two  cases  to  show  that  vomit- 
ing of  pregnancy,  at  any  rate  of  the  intractable  type,  may  be 
due  to  tabes  dorsalis.  One  case  only  is  reported  in  detail.  It 
is  that  of  a  woman   in  her  third  pregnancy  admitted  into 
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hospital  in  the  fourth  month  for  intractable  vomiting,  causing 
much  loss  of  weight.  In  her  first  pregnancy  vomiting  had 
lasted  from  the  fifteenth  day  after  the  last  period  preceding 
conception  until  the  end  of  pregnancy.  In  her  second  preg- 
nancy it  lasted  from  the  second  month  to  the  end. 

On  examination  the  following  evidence  of  nervous  disease 
was  obtained :  The  right  leg  had  superficial  scars  which  had 
been  present  from  infancy ;  cutaneous  sensibility  in  the  right 
leg  diminished,  with  complete  anesthesia  as  far  as  the  ankle- 
joint.  The  Achilles  jerks  present.  Knee-jerks  present,  but 
weaker  on  the  right  side  and  especially  so  during  the  crises. 
At  the  height  of  the  crisis  it  could  not  be  obtained  (intermittent 
loss  of  knee-jerk).  The  Argyll  Robertson  pupil  was  obtained 
on  both  sides  with  diplopia  in  certain  directions.  Romberg's 
sign  absent.  Slight  lymphocytosis  of  cerebro-spinal  fluid. 
No  history  of  syphilis  could  be  obtained  from  the  patient  or 
her  husband,  but  the  authors  consider  the  above  symptoms 
sufficient  to  warrant  the  diagnosis  of  tabes  dorsalis.  The 
first  child  died  two  days  after  birth  from  icterus,  and  the 
second  one  six  weeks  after  birth  (cause  not  stated).  The 
disappearance  of  the  knee-jerk  at  the  height  of  the  crisis 
would  be  analogous  to  similar  observations  as  reg;ards  the 
Argyll  Robertson  pupil  phenomenon  observed  by  Erb  and 
Mantoux.  Further  interrogation  elicited  the  interesting  state- 
ment that  since  her  first  pregnancy  the  patient  had  had  severe 
abdominal  pains  with  vomiting  and  diarrhea  occurring  every 
two  months,  although  she  had  never  so  suffered  previously. 
The  pregnancies  apparently  acted  as  an  excitant  in  a  tabetic 
patient,  just  as  we  know  that  atmospheric  changes,  fatigue, 
excess  in  drink,  and  coitus  may  provoke  a  crisis  in  a  tabetic. 

Tarnier  in  his  lectures  apparently  did  not  recognize  tabes 
as  a  cause  of  pernicious  vomiting  in  pregnancy,  for  he  says 
that  one  must  distinguish  between  the  two  conditions,  namely, 
tabetic  crises  and  pernicious  vomiting. 

Diagnosis  of  TTterine  Eetrodeviations. — ^Lapointe  (La  Clin- 
ique)  writes  that  retrodeviation  means  the  displacement  of  the 
uterine  fundus  backwards,  with  displacement  of  the  cervix 
forwards.  He  finds  that  retroflexion  is  always  associated  v^rith 
retroversion.  The  retrodeviated  uterus  is  either  movable  or 
fixed  by  adhesions ;  these  are  the  result  of  lesions  of  the  adnexa, 
v^hich  are  a  cause  of  retrodeviation.  In  mpst  cases  a  displace- 
ment is  tolerated  for  a  time  at  least  without  giving  rise  to 
much  discomfort ;  an  accident  such  as  a  fall  or  an  effort  may 
call  attention  to  the  condition. 

Pain  and  menstrual  disturbance  are  the  usual  symptoms: 
there  is  a  feeling  of  weight  and  radiating  lumbar  pain.  Menor- 
rhagia is  a  common  symptom,  and  may  be  sufficiently  severe 
to  cause  anemia.    In  young  girls  a  profuse  and  painful  flow  is 
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the  only  symptom.  In  women  who  have  reached  the  age  of 
the  menopause,  the  abnormal  position  tends  to  prolong  the 
menstrual  period.  Leucorrhea  may  simulate  a  "false  metritis" ; 
difficulty  of  micturition  and  defecation  are  unusual  in  these 
cases,  but  pressure  of  the  cervix  on  the  neck  of  the  bladder  is 
liable  to  provoke  frequent  and  painful  micturition.  Constipa- 
tion is  a  common  symptom,  and  is  often  accompanied  by  head- 
aches, indigestion  and  neurasthenic  symptoms.  Pain  and  pelvic 
discomfort  are  aggravated  by  the  presence  of  adhesions  and 
the  disease,  possibly  latent,  which  has  produced  them. 

A  vaginal  examination  shows  the  cervix  to  be  lying  directly 
behind  the  symphysis  and  lower  than  is  normal;  the  fornices 
are  empty,  and  the  fundus  is  detected  in  the  hollow  of  the 
sacrum ;  it  is  then  possible  to  determine  whether  the  uterus  is 
simply  retroverted  or  whether  it  is  acutely  flexed. 

The  mobility  of  the  uterus  depends  upon  the  condition  of  the 
adnexa;  when  the  latter  are  swollen,  painful  and  adherent 
the  uterus  is  generally  adherent,  fixed  and  irreducible.  Efforts 
to  reduce  it  may  result  in  the  rupture  of  a  pyosalpinx.  When 
there  are  no  adhesions  the  uterus  is  replaceable  by  digital 
manipulations;  the  fundus  is  pressed  up  and  forward  by  the 
fingers  inserted  in  the  vagina,  the  hand  on  the  abdomen  exert- 
ing forward  pressure  on  it  while  the  fingers  in  the  vagina  assist 
by  pressing  the  cervix  backwards.  Should  the  uterus  be  en- 
trapped in  Douglas's  pouch  this  manipulatory  effort  is  unsuc- 
cessful. The  pressure  should  be  slow  and  continued  for  some 
length  of  time ;  it  is  facilitated  if  the  patient  assumes  the  genu- 
pectoral  position.  The  cervix  may  be  seized  and  drawn  down^ 
with  the  result  that  the  fundus  also  descends,  and  two  fingers 
can  then  be  passed  into  the  posterior  pouch  to  assist  in  re- 
placing it. 

If  neither  method  is  successful  the  uterus  is  probably  fixed 
by  adhesions.  In  virgins  it  is  better  to  insert  the  fingers  into 
the  rectum  instead  of  the  vagina.  When  the  abdominal  wall 
is  very  thick  it  is  possible  to  mistake  for  a  retroflexion  a 
fibroma  or  adherent  tube  or  a  collection  of  blood  or  pus 
occupying  the  pouch  of  Douglas.  A  careful  vaginal  examina- 
tion is  required  to  determine  the  relation  of  the  mass  to  the 
uterus.  When  the  uterus  is  involved  in  a  mass  of  inflammatory 
adnexial  adhesions  the  prognosis  must  depend  upon  the  char- 
acter and  extent  of  the  pelvic  mischief.  A  retrodeviation; 
however  simple,  does  not  recover  spontaneously ;  it  is  generally 
increased  by  pelvic  affections,  menstrual  disorders,  and  neuras- 
thenia. The  advent  of  the  menopause  aggravates  the  symp- 
toms; it  is  only  in  senile  involution  that  the  misplacement 
ceases  to  exercise  an  unfavorable  effect.  These  misplacements 
are  one  of  the  causes  of  sterility;  conception  often  occurs 
promptly  when  the  position  has  been  corrected. 

The  presence  of  inflammation  and  adhesions  tends  to  prevent 
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conception,  and  there  is  a  liability  to  tubal  pregnancy.  When 
conception  does  occur  in  a  retrodeviated  uterus  the  patient  is 
exposed  to  unusual  risks,  with  an  increase  of  functional  trouble 
and  malaise. 

In  the  fourth  month  it  is  not  uncommon  for  the  gravid 
uterus  to  reduce  itself  spontaneously ;  if  this  does  not  happen 
an  abortion  will  generally  result.  Tlie  chief  danger  in  these 
cases  is  from  pressure  on  the  bladder  and  urinary  system,  which 
has  been  known  to  produce  a  fatal  rupture,  or  death  from 
uremia.  A  woman  who  shows  the  usual  signs  of  pregnancy 
and  who  complains  of  bladder  disturbance,  should  be  carefully 
examined  to  decide  the  position  of  the  uterus.  The  further 
pregnancy  has  advanced  the  more  difficult  it  is  to  recognize 
the  cervix  pressed  up  behind  the  symphysis,  while  a  large  soft 
mass,  the  gravid  uterus,  fills  the  pelvis. 

Prostatectomy. — Pauchet  (Arch,  Prov,  de  Chir.),  who  has 
performed  113  prostatectomies,  advocates  Freyer's  operation, 
which,  he  holds,  gives  satisfactory  immediate  results,  and 
subsequently  affords  perfect  relief.  He  does  not  agjee  with 
those  surgeons  who  regard  it  as  a  formidable  method,  and 
holds  that  the  high  rate  of  mortality  noted  by  some  operators 
is  the  result  of  neglect  of  certain  technical  details.  In  the  first 
place,  the  bladder  should  not  be  freely  exposed  and  incised, 
and  the  surgeon  should  be  content  with  an  opening  in  the 
vesical  wall  just  large  enough  to  admit  the  index  finger.  The 
enucleation,  which  is  carried  out  "in  the  dark,"  and  simply 
under  control  of  palpation,  should  be  effected  gently,  regularly 
and  methodically,  commencing  close  to  the  vesical  orifice  of  the 
uretha,  over  the  culminating  point  of  one  of  the  lobes,  and 
pursued  forwards  on  either  side,  and  afterwards,  in  a  backward 
direction,  at  first  over  the  superior  half  of  the  adenomatous 
mass  and  finally  along  the  inferior  half. 

The  author,  who  attaches  much  importance  to  the  effective 
arrest  and  control  of  the  bleeding  after  this  (^ration,  is  guided 
in  his  practice  by  the  method  adopted  by  accoucheurs  for 
arresting  hemorrhage  and  preventing  infection,  of  clearing 
the  uterine  cavity  of  clots  and  pieces  of  membrane,  and  of 
causing  contraction  and  close  apposition  of  the  uterine  walls 
by  massage.  After  the  enucleation  of  the  prostate,  the  vesical 
cavity  is  gently  washed  out  with  hot  water,  and  after  removal 
of  blood  clots  the  walls  of  the  cavity  previously  occupied  by  the 
enlarged  gland  are  compressed  between  one  finger  in  the 
bladder  and  another  finger  introduced  into  the  rectum.  Objec- 
tions are  raised  against  the  use  of  gauze  and  of  the  siphon 
tube  in  drainage  of  the  bladder,  preference  being  g^ven  to  the 
short  and  wide  tube  used  by  Freyer.  This,  it  is  stated,  should 
not  project  into  the  vesical  cavity  for  more  than  two  centi- 
meters. 

In  cases  in  which  the  prognosis  of  prostatectomy  is  rendered 
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very  unfavorable  by  extreme  debility,  by  digestive  trouble,  and 
by  infection  of  the  urinary  passages,  the  author  has  obtained 
successful  results  from  the  performance  of  the  operation  in  two 
stages,  the  enucleation  of  the  gland  being  postponed  for  two 
or  three  weeks  after  the  bladder  has  been  opened  by  suprapubic 
section. 


Dilatation  of  the  Os  in  Placenta  Previa. — Hannes  (Medis. 
Klinik)  opposes  figures  of  cases  observed  by  him  during  the 
last  thirteen  years  to  those  of  Hammerschlag.  The  latter,  who 
recommends  bringing  down  a  foot,  had,  in  191  cases,  a  mortality 
of  6.3  per  cent,  mothers  and  84  per  cent,  infants.  He  mentions 
that  Freund's  mortality  is  given  as  10.  i  per  cent.,  and  ZweifeFs 
as  7.8  per  Cent.  Hannes  found  that  among  119  cases  of  total 
placenta  previa,  where  dilatation  of  the  os  was  employed,  the 
mortality  was  only  5  per  cent,  mothers  and  48.8  per  cent, 
infants.  He  employs  dilatation  in  all  cases  of  total  placenta 
previa;  in  lateral  placenta  previa  (i)  when  the  child  lies 
transversely,  (2)  in  head  or  breech  presentations,  when,  after 
rupture  of  the  membranes,  hemorrhage  does  not  cease,  or 
pains  are  weak  or  absent.  The  bag  is  introduced  through  the 
placenta  by  boring  through  the  latter  with  the  finger  or  some 
blunt  instrument.  Thus  introduced,  filling  of  the  bag  does  not 
cause  further  separation  of  the  placenta,  as  would  probably 
be  the  case  were  the  bag  introduced  between  placenta  and 
uterus.  Braun's  vaginal  dilator  is  used,  and  must  be  as  big 
as  a  child's  head  when  filled,  so  that  when  expelled  the  passages 
shall  be  wide  enough  to  permit  the  passage  of  the  head.  It 
must,  therefore,  be  capable  of  holding  600  c.cm.  of  fluid.  Good 
rhythmical  pains  are  stimulated  by  the  pressure  of  the  bag 
on  the  cervical  ganglion.  Traction  should  be  exerted  by  a 
weight  corresponding  to  the  amount  of  fluid  injected,  but  not 
greater  than  600  to  700  grams ;  the  object  of  this  is  merely  to 
fix  the  bag  immovably  in  place.  Among  out-patients  a  patent 
beer  bottle,  half-filled  with  water,  has  proved  serviceable. 

Too  forcible  traction  may  cause  premature  expulsion  of  the 
bag  in  a  sausage-shape,  due  to  the  formation  of  a  diverticulum 
or  to  a  cervical  tear.  Dilatation  of  the  os  is  an  easy  operation ; 
the  bag  can  be  passed  when  the  os  will  admit  one  finger.  On 
expulsion  of  the  bag,  delivery  can  be  effected,  if  necessary, 
by  turning.  Of  the  6  deaths,  2  were  from  air  embolism  after 
satisfactory  delivery,  i  from  uncompensated  morbuss  cordis 
in  the  puerperium,  i  from  anemia,  i  from  cervical  tear  (in 
the  early  days  of  the  use  of  this  method),  i  from  pyemia  four 
weeks  after  delivery.  Puerperal  infection  occurred  in  0.8  per 
cent,  whereas  Hammerschlag  lost  1.6  per  cent,  from  this 
cause. 

This  method  is  the  best  for  the  mother  and  for  the  children 
the  results  are  far  better  than  are  obtained  with  Hammer- 
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schlag's  method.  The  danger  of  fatal  pressure  on  the  umbilical 
cord  is  equal  in  both  methods,  and  in  boring  through  the 
placenta  there  is  a  danger  of  wounding  a  large  fetal  vesseL 
The  diminution  in  the  contents  of  the  uterus  by  bringing  down 
a  foot  adds  to  the  danger  of  the  child. 

Removal  of .  Hypertrophied  Mamme  in  Pr^^ncy. — ^\Viss- 
haupt  {Prager  med,  Wo^ch,)  reports  the  history  of  a  woman 
aged  28,  who  was  pregnant  and  suffering  from  extreme  hyper- 
trophy of  the  breasts.  Three  years  previously  the  disease 
began  in  tlie  fifth  month  of  her  second  pregnancy  and  advanced 
so  quickly  that  two  months  later  she  became  too  weak  to  be 
able  to  leave  her  bed.  Premature  labor  was  induced,  and  the 
breasts  diminished  considerably  in  size  afterwards.  Wisshaupt 
was  consulted  by  the  patient  in  the  fourth  month  of  her  next 
pregnancy.  She  suffered  badly  from  a  recurrence  of  the  hyper- 
trophy. The  breasts  hung  down  to  the  umbilicus;  the  right 
measured  29  in.  in  circumference,  the  left  over  31 J4  in.  Opera- 
tion was  considered  advisable,  and  both  breasts  were  removed; 
the  right  weighed  I2j^  lb.,  the  left,  which  was  amputated 
eight  days  later,  was  over  14J4  lb.  in  weight.  Pregnancy  con- 
tinued after  the  second  operation.  The  disease  of  the  breast 
proved,  on  microscopical  examination,  to  be  pure  hypertrophy. 
This  appears  to  be  the  second  instance  of  operation  during 
pregnancy  for  the  removal  of  breasts  hypertrophied  as  a 
complication  of  that  physiological  condition.  The  first  opera- 
tion of  the  kind  (Foges)  was  reported  in  1901. 

Menstruatio  Precox:  Hypernephroma  of  Ovary.  —  Gaudier 
{Echo  Med.  du  Nord)  publishes  a  report  of  an  operation  on 
a  female  child,  aged  4  years,  where,  as  in  Nacke's  case 
(Epitome,  October  24,  1908,  No.  247),  menstruation  had  been 
established  and  other  signs  of  puberty  were  observed.  The 
child  was  very  hairy,  the  labia  minora  protruded  beyond  the 
labia  majora  and  were  strongly  pigmented.  The  mamme  were 
4  in.  in  diameter  and  the  nipples  had  a  distinct  areola  and 
area  dilated  veins  as  m  pregnancy.  For  three  months  there 
had  been  free  menorrhagia  and  metrorrhagia  between  the 
periods.  The  abdomen  had  been  enlarging  for  about  four 
months.  A  freely  movable,  smooth  tumor  of  the  size  of  a 
big  orange  could  be  defined ;  it  was  successfully  removed.  Its 
surface  was  pearly  white,  it  was  solid  and  seemed  to  be  an 
adenoma,  but  on  microscopic  examination  it  was  found  to  be 
made  up  for  the  most  part  of  true  adrenal  tissue.  It  must 
have  developed  from  an  accessory  suprarenal  body  in  the 
parenchyma  of  the  ovary,  which  had  undergone  hypertrophy. 
Gaudier  notes  that  Marchand  described,  in  1883,  ^«  ^^^ 
recorded  case  of  accessory  adrenals  in  the  broad  ligament, 
and  Marchetti  the  first  known  instance  of  accessory  adrenals 
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n  the  ovary.    They  are  usually  detected  in  youth  and  tend  to 
ndergo  atrophy  in  the  adult. 

Puerperal  Abscess  Communicating  With  Bladder:  TTtero- 
ntestinal  Fistula. — Le  Jemtel  (Revue  de  Gynec.  et  de  Chir. 
tbdom.)  took  charge  of  a  patient  suffering  from  some  obscure 
lischief  of  puerperal  origin,  possibly  the  result  of  a  perforated 
^ound  of  the  uterus  caused  by  the  curette.  There  appeared  to 
>e  an  abscess  opening  into  the  intestine  and  vagina,  and  in 
ddition  feces  passed  out  of  the  os  uteri,  whilst  the  urine  was 
[lixed  with  pu$.  The  abdomen  was  opened.  A  wide  renf 
ras  found  in  the  posterior  wall  of  the  bladder  communicating 
nth  a  cavity  full  of  pus.  Le  Jemtel  did  nothing  further  than 
3  close  the  rent  with  a  few  points  of  catgut  and  to  drain  the 
ladder  through  the  urethra.  He  refrained  from  exploring 
y  dissection  the  utero-intestinal  fistula.  At  the  end  of  one 
lonth  the  patient  was  not  only  cured  of  her  bladder  complaint, 
ut  also  of  the  fistula,  which  had  closed  spontaneously. 

The  Treatment  of  Bums. — Pels-Leusden  describes  the  method 
ow  in  use  in  the  Berlin  Charite  in  the  treatment  of  burns 
Deut  med,  WocK),  Before  determining  on  the  prognosis 
f  a  bum,  it  is  necessary  to  consider  the  extent  of  the  surface 
ivolved.  When  more  than  one-half  of  the  surface  of  the 
ody  has  been  burned,  the  patient  nearly  always  dies.  Bums 
ivolving  one-third  of  the  surface  may  also  lead  to  death, 
iext,  it  is  necessary  to  determine  the  degree  of  the  burns.  He 
mphasizes  that  burns  may  appear  to  be  of  the  first  degree, 
ut  later  show  the  formation  of  blisters,  or  even  of  scabs.  The 
liird  point  to  be  taken  into  consideration  is  the  time  which 
as  elapsed  between  the  burning  and  the  examination.  The 
ffect  of  bums  on  the  patient  is  manifested  in  general  and 
xral  symptoms.  No  general  symptoms  occur  in  burns  of  small 
xtent,  but  when  a  considerable  area  of  skin  has  been  involved 
ertain  disturbances  are  seen.  The  most  apparent  of  these 
re  those  of  the  heart,  kidney  and  brain.  Eykmann  has  shown 
lat  the  effect  of  the  heat  on  the  skin  produces  toxic  substances, 
'hese  substances  having  been  absorbed  should  be  got  rid  of 
s  soon  as  their  presence  is  recognized.  The  cardiac  activity 
\  depressed,  the  pulse  becomes  rapid  and  very  small,  and  the 
ascular  tension  is  lowered. 

Hemoglobinemia  and  hemoglobinuria  are  seen  in  many  cases, 
de  temperature  sinks,  and  other  symptoms  indicate  an  intense 
Dxic  action.  It  is,  therefore,  necessary  to  give  large  quantities 
f  fluids.  As  the  patients  are  usually  thirsty  no  difficulty  is 
xperienced  in  getting  them  to  swallow  strong  coffee  and  tea, 
irith  brandy  and  champagne.  Repeated  enemata  of  physio- 
:)gical  saline  fluid  (100  c.cm.  in  each),  or  if  the  blood  pressure 
5  sinking  intravenous  injections  of  the  same  often  do  good. 
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This,  however,  should  not  be  carried  out  in  elderly  patients 
until  vomiting  sets  n  and  delirium  or  drowsiness  threatens.  He 
does  not  claim  that  this  treatment  will  save  patients  for  certain, 
but  believes  that  in  a  niunber  of  cases  with  doubtful  prognosis 
it  acts  well.  Morphine  must  be  given  to  alloy  pain  and  to  quiet 
the  patient,  who  often  suffers  severely  either  from  the  fear  of 
impending  death  or  from  anguish  in  having  been  careless. 

The  general  symptoms  must  always  be  treated  first,  and  it 
should  be  remembered  that  the  treatment  of  the  local  condition 
may  increase  the  shock.  As  a  rule  the  general  symptcxns  pas& 
off  in  five  or  six  days,  but  death  has  b^an  seen  after  eight  or 
even  ten  days  without  sepsis  or  duodenal  ulcer  being  present. 

Local  treatment  of  burns  of  the  first  degree  is  unimportant. 
This,  however,  is  not  so  in  burns  of  the  second  or  third  degree. 
The  object  aimed  at  is  to  avoid  infection  of  the  wound.  First 
the  burned  area  must  be  thoroughly  disinfected.  This  is 
extremely  painful  and  cannot  be  undertaken  without  some  form 
of  anesthesia.  When  the  bum  is  not  extensive,  a  local 
anesthesia  by  Hackenbruck's  method  suffices ;  in  other  cases 
a  conduction  anesthesia  may  be  employed,  or  lumbar  anesthesia 
should  be  resorted  to.  In  extensive  bums  of  the  head  or  of  the 
body  a  general  inhalation  anesthesia  is  necessary.  Ether  is 
better  than  chloroform.  The  vesicles  or  bulUe  are  opened, 
and  the  whole  surface  is  well  washed  with  hot  water,  soap 
and  a  brush  for  ten  minutes.  Then  alcohol  and  perchloride 
of  mercury  solution  is  applied  for  two  minutes,  and,  lastly^ 
the  wound  is  covered  with  a  gauze  dressing,  with  a  thick 
layer  of  absorbent  wool,  and  another  of  non-absorbent  wool. 
This  method  was  introduced  by  Tschmarke.  The  secretion  of 
the  wound  is  often  extremely  free,  and  it  then  becomes  neces- 
sary to  change  the  wool  from  time  to  time,  but  not  the  gauze. 
The  exclusion  of  air  usually  relieves  the  pain. 

After  from  ten  to  fourteen  days  the  whole  dressing  is 
spontaneously  cast  off.  The  wound  is  then  found  to  be  epider- 
mizing  well,  and  scars  resulting  from  this  treatment  are  usually 
satisfactorv.  When  the  burn  is  first  seen  after  the  lapse  of 
some  time,  and  especially  if  the  surface  is  not  free  from  infec- 
tion, Bardeleben's  bismuth  dressing  is  to  be  recommended. 
Alcohol  poultices  may  be  applied  when  distinct  infection  has- 
already  taken  place,  and  abscesses  or  phlegmonous  inflamma- 
tions require  special  treatment.  Large  denuded  surfaces  can 
be  cleaned  by  means  of  a  permanent  bath,  but  care  of  the  heart 
must  be  exercised  if  this  employed.  The  skin  should  be  well 
smeared  with  a  fatty  ointment  to  prevent  maceration.  In  the 
process  of  healing  splints  may  be  required  to  prevent  con- 
tractures of  joints. 

Lacerations  of  the  Cervix  During  Deliyery. — Rudaux  (La 
Clinique)  finds  that  lacerations  of  the  vaginal  portion  of  the 
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cervix  are  the  most  frequent  injury  caused  by  labor,  and  that 
they  occur  in  almost  all  cases  of  primipara.  Such  wounds  are 
generally  longitudinal,  but  they  are  also  transverse;  their 
extent  varies  very  much,  some  extending  high  up  into  the 
uterine  wall.  Lacerations  are  chiefly  due  to  incomplete  dilata- 
tion of  the  OS  and  violent  expulsive  efforts,  or  attempts  at 
extraction  which  are  made  before  cervical  dilatation  is  perfect. 
Among  predisposing  causes,  one  finds  premature  rupture  of 
the  membranes,  changes  in  the  cervical  tissue,  sero-sanguine- 
ous  infiltration  fibrosis,  rigidity  due  to  syphilis,  cancer,  cauteri- 
zation or  manual  or  instrumental  dilatation  of  the  os.  Usually 
tears  of  this  kind  are  not  recognized  until  much  later,  when 
an  examination  with  the  finger  or  with  the  aid  of  a  speculum 
brings  them  to  light.  In  otiher  cases,  when  febrile  symptoms 
supervene,  or  when  there  is  unexplained  hemorrhage  after 
delivery,  they  are  sought  for  and  recognized.  If  a  speculum 
is  employed  once  the  blood  has  been  sponged  away  the  cervix 
should  be  drawn  down  with  forceps,  and  the  extent  of  the 
injury  should  be  determined.  Starting  from  the  external  os 
these  wounds  may  radiate  into  the  inferior  segment  of  the 
uterus,  or  into  the  vagina  or  fomices;  they  are  sometimes 
complicated  by  tears  entering  the  bladder  or  the  broad  liga- 
ment. In  cases  of  extreme  rigidity  part  of  the  tissue  of  the 
cervix  may  be  torn  off  and  a  circular  tear  of  the  orifice  has 
been  noted.    The  resulting  hemorrhage  is  very  severe. 

In  normal  cases,  where  lacerations  are  unrecognized,  they 
tend  to  heal  spontaneously;  it  is  common  to  find  the  cervix 
quite  healed  but  divided  on  either  side  in  multipara.  Febrile 
symptoms,  which  have  their  origin  in  such  wounds,  subside 
after  careful  local  disinfection  has  been  undertaken.  Severe 
tears  leave  a  good  deal  of  scar  tissue,  which  can  be  felt  in 
the  vagina  like  fibrous  bands;  they  also  lead  to  secondary 
troubles,  such  as  cervicitis,  ectropion,  and  sclerosis  of  the 
cervix. 

As  regards  treatment,  the  writer  recommends  packing  the 
vagina  with  sterilized  gauze,  which  is  removed  after  twenty- 
four  hours,  when  a  hot  antiseptic  douche  is  given  at  low 
pressure,  so  that  clots  may  not  be  detached.  The  best  treatment 
for  lacerations  of  this  kind  is  immediate  suture;  it  stops  the 
hemorrhage,  prevents  infection,  restores  the  cervix  to  its  proper 
shape,  preventing  ectropion  or  endocervicitis.  The  method 
is  simple;  curved  needles  and  catgut  ligatures  should  be  em- 
ployed. To  prevent  such  accidents  the  course  of  labor  should 
be  carefully  superintended,  the  membranes  should  not  be 
ruptured  till  dilatation  is  complete,  the  patient  should  not  be 
allowed  to  bear  down  too  early ;  if  the  uterine  contractions  are 
too  strong  or  too  frequent,  anesthesia  should  be  resorted  to, 
and  whenever  possible  intervention  should  be  discouraged^ 
Hemorrhage  is  stopped  by  hot  antiseptic  douching  or  tampon- 
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ning.  If  sutures  have  to  be  passed  without  any  special  assist- 
ance, a  speculum  is  a  help ;  the  cervix  can  be  seized  and  drawn 
down  with  forceps,  and  the  needle  is  passed  through  the 
posterior  lip,  then  Uirough  the  anterior  lip,  and  the  surfaces 
are  approximated.  Other  tears  are  treated  in  the  same  way, 
the  surface  is  then  douched  or  washed  out  with  an  antiseptic 
solution,  and  tampons  are  applied. 

Differential  Diagnosis  of  Appendicitis  and  Diseases  of  the 
Penude  Genital  Organs. — Pankow  (Med.  Klin,)  found  by  ex- 
amination of  material  in  the  Freiburger  Women's  Hospital 
that  60  per  cent,  of  all  women  past  puberty  had  undergone 
inflammation  of  the  vermiform  appendix.  Obliteration  of  the 
appendix  was  found  in  50  per  cent,  of  corpses  examined.  In 
cases  of  Douglas's  abscess  it  may  be  impossible  to  distinguish 
by  palpation  whether  the  origin  of  the  trouble  is  the  tube  or 
the  appendix  ( Rotter  says  33  per  cent,  of  all  appendix  abscesses 
are  Douglas's  abscesses)  ;  even  the  microscopical  examination 
of  the  extirpated  organs  may  give  no  clue.  Fever  and  leuco- 
cytosis  may  accompany  gonorrhea,  but  they  usually  reach  a 
higher  grade  in  appendicitis.  Pain  in  the  right  side,  menstrual 
pain,  and  the  earlier  and  more  severe  onset  of  the  period  may 
accompany  appendicitis  as  well  as  tubal  disease.  A  negative 
finding  of  the  gonococcus  is  in  doubtful  cases  never  sufficient 
to  exclude  a  diagnosis  of  gonorrheal  pyosalpinx,  and  even 
with  a  positive  finding  a  wrong  diagnosis  may  be  made. 
Gonorrheal  disease  of  the  tubes  is  always  double,  tuberculous 
disease  usually  so,  and  the  onset  less  acute  than  in  appendicitis. 

In  tuberculous  cases,  on  palpation,  tubercles  may  be  distinctly 
felt  on  the  peritoneum  in  the  lesser  pelvis.  A  one-sided  septic 
pyosalpinx  occurs  only  in  a  puerperal  uterus  or  in  a  non- 
puerperal uterus  after  intrauterine  manipulations.  The  diag- 
nosis of  exclusively  right-sided  tumors  of  the  adnexa  may  be 
difficult.  A  burrowing  abscess  of  the  appendix  may  lead  to 
premature  menstruation  or  abortion,  but  then  fever  has  usually 
existed  for  some  days  before  the  bleeding  or  abortion  occur, 
and  hyperleucocytosis  is  always  present. 

Abdominal  Fixation  of  TTterus. —  Barnsby  (Sem.  Med.)  has 
found  that  simple  retroversion  of  the  uterus,  without  any 
infection,  and  without  important  lesions  of  the  appendages, 
is  less  frequent  than  is  sometimes  alleged,  but  present  never- 
theless. He  has  seen  it  in  young  married  women,  with  normal 
vagina  and  intact  perineum,  therefore  without  prolapse.  It 
causes  painful  congestion,  sets  up  or  exaggerates  the  numerous 
functional  disorders  of  which  these  patients  complain,  and 
renders  them  practically  sterile.  The  replacement  of  the  uterus 
without  interfering  with  the  appendages,  gives  immense  relief 
and  generally  effects  a  cure. 
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Bamsby  prefers  to  employ  abdominal  ligamentopexy,  which 
places  the  uterus  in  the  normal  position  of  anteversion,  and 
does  not  interfere  with  future  pregnancies.  He  has  performed 
the  operation  20  times,  6  times  on  virgins,  9  times  on  young 
married  nullipara,  and  5  times  on  young  multipara;  15  of  these 
were  definitely  cured,  after  at  least  three  years,  and  the 
remaining  5  did  not  suffer  enough  to  complain.  The  functional 
troubles  disappeared  during  the  first  months,  and  in  the  case 
of  the  9  nullipara,  married  from  three  to  seven  years  without 
children,  5  had  become  pregnant,  the  confinements  being  nor- 
mal in  all  respects.  Walther  prefers  hysteropexy,  having  found 
relapse  after  ligamentopexy,  and  he  uses  a  non-absorbable 
ligature,  Florence  thread  rather  than  catgut.  Poullet  employs 
in  hysteropexy  a  method  which  he  has  found  satisfactory  in 
nephropexy.  In  two  cases  he  detached  part  of  the  tendon  of 
the  right  rectus  abdominis  from  the  pubes,  passed  it  through  an 
opening  made  in  the  broad  ligament,  and  then  carefully  refixed 
it  to  the  pubes,  obtaining  in  this  manner  a  perfect  fixation. 
The  cases  being  comparatively  recent,  remote  results  are  not 
yet  available  for  citation.  Paul  Delbet,  deprecating  the  incom- 
plete methods  hitherto  employed  on  the  margins  of  the  relaxed 
uterine  muscles,  operates  upon  the  whole  bulk  of  the  muscle, 
folding  it  upon  itself  by  an  antero-posterior  suture  at  right 
angles  to  the  muscular  fibres.  The  immediate  result  has  been 
very  satisfactory. 

Local  Anesthesia  in  Adenoid  Operations. — F.  Hutter  (Wien. 
med,  Woch.)  has  devised  a  method  of  anesthetizing  the 
phar>-ngeal  tonsil  by  infiltration.  Painting  the  tonsil  must  be 
repeated  so  often  before  the  deeper  parts  become  anesthetic 
that  the  process  is  more  objectionable  than  an  operation  with- 
out anesthesia.  If  the  curved  needle  of  a  syringe  is  passed 
behind  the  soft  palate  from  the  mouth  it  may  enter  the  adenoid 
tissue,  but  probably  does  not  pass  sufficiently  high  to  anes- 
thetize the  roof  of  the  naso-pharynx.  Further,  owing  to  the 
vertical  direction  of  the  needle  track  and  the  numerous  clefts 
in  the  pharyngeal  tonsil,  a  considerable  quantity  of  any  liquid 
so  injected  escapes  downwards. 

In  the  writer's  method  the  needle  is  passed  through  the 
nostril.  A  camel's-hair  brush  is  soaked  in  a  10  to  20  per  cent, 
solution  of  cocaine,  passed  through  one  nostril,  slightly  up- 
wards towards  the  upper  border  of  the  posterior  nares,  and 
left  there  for  a  few  minutes.  The  process  is  repeated  on  the 
other  side.  The  deeper  parts  are  caused  to  shrink,  so  that  the 
upper  border  of  the  posterior  nares  and  the  adenoid  tissue 
behind  become  visible  by  anterior  rhinoscopy.  The  camel's- 
hair  brush  is  then  gently  rubbed  over  these  parts  until  they  are 
superficially  completely  anesthetic.  If  this  part  of  the  process 
is  not  carefully  done  the  subsequent  prick  of  the  needle  will 
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be  felt,  and  the  patient,  especially  if  a  child,  probably  becomes 
unmanageable.  The  most  satisfactory  drug,  for  purposes  of 
injection,  is  5-eucaine  in  a  warm  5  per  cent,  solution  with  0.8 
per  cent,  of  NaCl.  Cocaine  is  unsuitable,  as  more  concentrated 
solutions  are  required  than  are  necessary  for  ordinary  infil- 
tration anesthesia.  The  eucaine  solution  can  be  sterilized  by 
boiling,  is  but  slightly  toxic,  and  is  not  followed,  as  are  the 
vaso-constrictors,  by  secondary  vascular  paresis  and  hemor- 
rhages. Its  action  is  increased  by  the  addition  of  5  drops  of 
adrenalin  to  each  syringeful. 

The  capacity  of  the  syringe  employed  by  the  writer  is 
slightly  more  than  2  c.cm.  (about  34  minims).  The  needle, 
which  is  straight  and  12  cm.  in  length  (nearly  5  in.),  has  a 
bayonet  attachment  to  the  syringe,  from  which  it  comes  off 
almost  at  a  right  angle.  The  orifice  at  the  point  faces  up- 
wards. The  needle  is  passed  into  one  nostril  backwards  and 
slightly  upwards  towards  the  upper  margin  of  the  orifice  of 
the  posterior  naris,  where  it  impinges  on  the  mucous  membrane 
of  the  anterior  part  of  the  roof  of  the  pharynx  and  the  insertion 
of  the  pharyngeal  tonsil  a  short  distance  external  to  the  septum. 
This  should  be  done  under  the  guidance  of  the  eye.  Even  if 
the  dividing  line  between  the  posterior  naris  and  the  adenoid 
tissue  is  not  distinct,  there  is,  with  practice,  no  difficulty  in 
selecting  a  suitable  place  for  inserticm  of  the  needle,  which 
is  passed  on  until  it  meets  with  the  resistance  of  the  basilar 
process,  when  its  point  is  slightly  elevated  so  as  to  reach 
the  highest  layer  of  the  adenoid  tissue. 

Considerable  pressure  is  requisite  to  force  the  fluid  into  the 
tissues,  and  an  easy  flow  indicates  that  the  needle  has  not 
traveled  sufficiently  upwards  to  the  pharjTigeal  roof.  The 
process  is  repeated  through  the  opposite  nostril,  half  a  syringe- 
ful being  injected  on  either  side.  After  waiting  a  short  time 
the  adenoids  can  then  be  removed,  in  the  great  majority  of 
cases  entirely  painlessly. 

The  method  is  especially  applicable  to  older  children  and 
adults,  though,  in  the  writer's  hands,  it  has  often  succeeded  in 
children  under  10,  and  not  infrequently  in  those  as  young  as 
4  or  5.  There  should  be  no  crying  or  struggling,  and  the 
growths  can  be  removed  as  thoroughly  as  under  a  general 
anesthetic  with  avoidance  of  the  dangers  inseparable  from  the 
latter.  It  is  important  not  to  frighten  children  by  digital 
examinations  or  attempts  at  posterior  rhinoscopy,  which  fre- 
quently render  them  unmanageable.  Anterior  rhinoscopy  is 
usually  sufficient  for  diagnosis. 
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SUCCESS  IN  OBSTETRICS.* 

BY    CHAS.    HOYT,    M.D. 

While  I  may  not  be  able  to  tell  you  anything  new  or  anything 
that  you  do  not  already  know,  I  hope,  by  reminding  you  of 
some  things  you  do  know — but  have  neglected  to  put  into 
every-day  practice — that  I  may  help  you  to  do  better  work 
in  the  obstetrical  field,  and  by  so  doing  lessen  the  danger  and 
discomfort  to  the  prospective  mother. 

The  foundation  for  antiseptic  midwifery  was  laid  by  Sem- 
melweis  in  1847,  ^ind  has  been  continued  and  perfected  by 
many  others  up  to  the  present  time,  and  has  made  the  practi- 
tioners largely  responsible  for  infected  cases  and  cases  of 
puerperal  fever. 

To  obtain  reasonable  success  and  comfort  in  the  practice 
of  obstetrics,  as  in  the  practice  of  surgery,  requires  a  most 
tliorough  knowledge  of  the  subject  in  all  its  details  as  well 
as  the  most  careful  asepsis  on  the  part  of  the  physician,  nurse 
and  patient,  and  the  use  of  properly  sterilized  instruments  and 
dressings  in,  on  and  about  the  patient. 

When  called  to  attend  a  case  of  confinement,  the  physician 
should  go  prepared  with  the  necessary  equipment  to  do  good, 
clean  work,  and  to  meet  any  emergency  that  is  likely  to  arise. 
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Such  equipment  as  long  and  short  forceps,  retractors,  needle 
forceps,  pocket  case  of  instruments,  plenty  of  suture  material 
and  needles  of  various  kinds,  chloroform,  syringe,  nail  brush, 
sterilized  vaseline,  sterile  tape  and  dressings  for  cord,  neces- 
sary antiseptics  for  use  about  patient  and  self  for  cleansing 
purposes,  and  last  but  not  least,  a  Galloway  pad  and  an 
obstetrical  gown  or  linen  suit  and  rubber  gloves.  The  sterile 
gown  or  suit  is  quite  as  essential  to  good,  clean  work  in  con- 
finement cases  as  it  is  in  any  surgical  operation.  Other  things 
to  be  in  readiness  at  the  time  of  labor  are  an  abtmdant  supply 
of  hot  and  cold  boiled  water,  clean  wash  bowls  and  tumbler  of 
water  for  boric  acid  solution  for  baby's  eyes,  gauze,  absorbent 
cotton  and  a  good  supply  of  clean  towels.  Fresh  sheets  and 
a  change  of  gown  for  the  mother  are  also  necessary,  and  at 
the  proper  time  the  infant's  wardrobe  thoroughly  heated, 
together  with  a  soft,  warm  blanket  to  receive  the  new  baby. 

When  called  to  a  case  of  labor  before  making  any  examina- 
tion of  the  patient,  it  is  necessary  that  both  the  prospective 
mother  and  the  physician  should  be  properly  prepared  for  this 
examination.  The  patient  should  be  g^ven  an  enema,  and  the 
rectum  thoroughly  emptied,  the  external  genitals  scrubbed  with 
warm  soap  and  water,  then  witli  a  one  to  two  or  four  thousand 
bichloride  solution.  If  the  pubic  hair  is  long  it  should  be 
clipped  short  with  the  scissors.  The  physician's  hands  should 
be  thoroughly  scrubbed  and  cleansed  with  soap,  water  and 
antiseptics,  according  to  the  most  approved  methods  for  sur- 
gical work.  Particular  attention  should  be  given  to  the  finger 
nails,  which  should  at  all  times  be  kept  carefully  manicured, 
to  prevent  them  being  a  contributing  factor  in  carrying  infec- 
tion. When  I  refer  to  cleansing  the  hands  I  also  include  the 
forearms  to  the  elbows.  Before  commencing  to  cleanse  the 
hands,  the  coat  should  be  removed  and  the  sleeves  rolled  up 
above  the  elbows,  and  after  the  cleansing  process  is  completed, 
the  sterile  gown  should  be  put  on  and  then  you  are  ready  for 
business.  There  can  be  no  question  about  the  advantage  of 
the  sterile  rubber  gloves  for  the  average  general  practitioner 
who  is  not  absolutely  certain  of  his  personal  methods  of  asepsis, 
and  they  are  at  the  same  time  a  protection  to  the  physician  in 
cases  of  venereal  infection. 

After  careful  examination  has  been  made  to  determine  the 
exact  presentation,  and  all  other  facts  that  it  is  possible  to 
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ascertain  regarding  the  case,  then  remember  the  old  axiom, 
that  meddlesome  midwifery  is  bad,  and  leave  the  case  to  nature 
I  as  far  as  possible. 

I  am  not  a  crank  on  this  subject  of  no  interference  and  no 
I  vaginal  examinations,  for  I  feel  perfectly  certain  that  by  well 

j  timed  and  intelligent  interference  I  am  frequently  able  to  be 

*  of  great  assistance  in  aiding  delivery  and  giving  comfort  to 
the  parturient  woman.     I   would  particularly  refer  to  the 

•  retained  hot  water  vaginal  injections  in  cases  of  rigid  or  slowly 
dilating  os,  acccmpanied  by  manual  dilatation  with  the  finger 
as  described  by  me  in  a  paper  read  before  our  Ohio  Society 
two  or  three  years  ago.  It  is  exceedingly  effective  in  cases 
where  needed  and  entirely  devoid  of  harm  in  any  way. 
Dangers  may  suddenly  and  unexpectedly  arise  in  supposedly 
normal  labors  and  watchful  expectancy  and  alertness,  and  not 
a  blind  unreasoning  trust  in  the  powers  of  nature,  should 
guide  us  at  all  times  in  our  management  of  such  cases.  During 
the  first  stage  of  labor  it  is  my  custom  to  allow  my  patients  to 
assume  almost  any  position  they  see  fit,  unless  there  is  some 
good  reason  why  some  special  posture  should  be  maintained. 

As  a  rule,  I  think  it  is  better  if  they  remain  up  the  greater 
part  of  the  time,  .Mtting  and  walking  about,  though  occasionally 
lying  down  for  a  little  rest.  In  some  instances  the  first  stage 
of  labor  is  greatly  prolonged  and  in  such  cases  it  is  well  to 
urge  the  patient,  at  intervals,  to  partake  of  some  sort  of  liquid 
nourishment,  also  tea  and  coffee,  if  desired;  water  should 
also  be  drunk  freely.  Many  times  in  cases  of  prolonged  first 
stage,  the  patient  is  greatly  benefited  and  the  labor  hastened  by 
the  administration  of  apria  or  a  dose  of  morphine  hypoder- 
matically  to  afford  her  rest  and  a  few  hours  of  needed  sleep. 

After  complete  dilatation  of  the  os  and  the  second  stage  of 
labor  begins,  the  patient  should  be  placed  in  bed  and  allowed 
to  remain  there  until  the  completion  of  labor.  When  the  pre- 
senting part  begins  to  distend  the  pelvic  floor  and  vulva,  I 
usually  prefer  the  left  lateral  position,  as  it  enables  one  to 
have  better  control  of  the  advancing  head  and  afford  the  best 
possible  protection  to  the  perineum.  By  sitting  on  the  edge  of 
the  bed,  facing  towards  the  foot,  with  the  left  hand  passed  over 
the  abdomen  and  between  the  legs  so  as  to  grasp  the  child's 
head,  and  the  light  reaching  the  head  and  perineum  from  the 
back,  it  gives  one  as  perfect  control  of  the  labor  situation  as  it 
is  possible  to  have. 
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As  the  head  begins  to  distend  the  sofi  parts,  great  good  can 
be  accomplished  by  the  use  of  hot  fomentations  to  the  perineum 
by  means  of  cotton  or  gauze.  This  process,  together  with  the 
massaging  of  plenty  of  vaseline  or  lard  into  the  parts  and  the 
use  of  chloroform  to  control  the  pains  and  voluntary  efforts  of 
the  patient  as  much  as  possible,  will  do  all  that  can  be  done  to 
prevent  rupture  of  the  perineum. 

r  am  a  thorough  believer  in  the  use  of  chloroform  by  inhala- 
tion during  the  second  stage  of  labor,  as  it  gives  added 
comfort  and  relief  to  the  mother,  and  I  believe  hastens,  instead 
of  hindering,  labor.  But  I  do  not  approve  of  its  use  during 
the  first  stage,  as  1  am  sure  it  retards  labor  and  injures  the 
patient  by  making  her  nervous  and  irritable. 

Contrary  to  the  assertions  of  some  physicians  who,  from 
ignorance,  or  because  they  are  members  in  good  standing  in 
the  Ananias  Club,  say- they  have  never  had  a  ruptured  perineum 
since  they  have  been  in  practice,  I  hold  that  such  accidents  are 
unavoidable.  Beyond  the  question  of  a  doubt  there  is  no 
possible  way,  regardless  of  how  much  skill  one  may  possess  or 
how  great  care  may  be  used,  to  prevent  the  perineum  rupturing 
in  a  certain  per  cent,  of  cases  of  labor,  and  tliose  physicians 
who  do  not  have  such  cases  do  not  look  for  them  or  are  unable 
to  detect  the  trouble  when  they  do  make  the  necessary  exami- 
nation. It  is  no  disgrace,  and  no  reflection  upon  a  physician's 
ability  to  find,  after  the  completion  of  labor,  that  there  has 
been  a  perineal  tear.  But  it  is  a  disgrace  and  a  crime  to  not 
discover  and  properly  repair  this  laceration. 

There  is  a  great  tendency  among  physicians  to  try  to  mini- 
mize accidents  of  this  kind  and  cover  them  up  in  every 
conceivable  way,  and  when  they  attempt  to  repair  the  lacera- 
tion, to  do  so  in  a  sort  of  sneaking,  half-hearted  way  for  fear 
their  reputations  will  suffer  for  having  permitted  it  to  occur. 

The  sooner  the  laity  are  taught  that  perineal  and  cervical 
lacerations  are  unavoidable  in  a  certain  number  of  cases  and 
that  when  they  do  occur  they  must  be  carefully  repaired  and 
properly  looked  after,  the  better  it  will  be  for  the  mothers  and 
the  entire  medical  profession. 

The  importance  of  immediate  repair  of  both  the  cervix  and 
perineum  and  any  other  injury  to  the  soft  parts  is,  I  believe, 
becoming  generally  recognized  by  the  better  class  of  physicians, 
not  only  on  account  of  the  future  health  and  comfort  of  the 
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patient,  but  also  to  minimize  the  dangers  of  septic  infection  by 
absorption.  I  am  satisfied  that  in  most  cases  where  the  con- 
valescence from  labor  is  slow  and  unsatisfactory  with  more 
or  less  fever,  sweating  and  possibly  occasional  rigors,  that  the 
cause  lies  in  the  fact  that  Injuries  to  the  cervix  and  soft  parts 
have  not  been  properly  repaired  or  have  been  overlooked  and 
neglected  altogether. 

The  method  of  vaginal  and  perineal  suturing,  as  described 
by  Dr.  Hudson  D.  Bishop,  meets  all  the  requirements  of  these 
cases,  as  well  or  better  than  any  I  have  seen  described  by 
others  of  our  school,  viz. : 

"The  repair  is  begun  at  the  upper  angle  of  the  wound. 
Th€  needle  is  inserted  in  the  wound  surface  about  one-quarter 
of  an  inch  from  the  vaginal  mucosa  and  carried  just  to  its 
edge.  It  re-enters  at  the  corresponding  point  on  the  opposite 
side  and  ends  in  the  wound  surface  where  it  is  tied  and 
becomes  a  buried  suture.  If  the  tear  has  extended  into  the 
rectum  the  continuity  of  the  rectal  tissue  is  restored  in  a 
similar  manner.  The  i^phincter  ends  arc  found  and  sutured 
with  a  buried  suture.  The  next  step  is  to  bring  together  the 
torn  fibres  of  the  muscle  and  fascia  in  separate  layers  with 
interrupted  buried  sutures.  Finally,  the  skin  surfaces  are 
united  with  a  subcuticular  stitch.  When  the  operation  is 
completed  not  a  single  suture  shows  either  on  the  vaginal  or 
skin  surfaces,  and  there  is  no  danger  of  infiltration  of  the 
tissues  with  the  lochial  discharge.'' 

The  importance  of  immediate  repair  of  cervical  lacerations 
after  labor  is  becoming  more  and  more  recognized  by  the 
profession  generally,  and  while  this  repair  work  is  difficult 
without  proper  assistance  yet,  whenever  possible,  it  should 
be  included  with  that  of  the  vaginal  and  perineal  soft  parts. 
The  lips  of  the  cervix  should  be  very  carefully  coapted  so 
that  one  lip  will  not  be  longer  than  the  other  when  the  work  is 
completed.  Another  important  point  is  to  insert  the  suture 
about  one-half  an  inch  from  the  tear  on  the  vaginal  side, 
bringing  it  out  nearly  on  the  margin  of  the  tear  on  the  uterine 
side,  reversing  this,  of  course,  as  the  stitch  comes  back  to  the 
vaginal  side,  so  when  the  stitches  are  tied  it  gives  a  wedge- 
shaped  plug  of  tissue  surrounded  by  the  suture,  which  effec- 
tively approximates  the  edges  of  the  tear. — W.  John  Harris, 

I  am  satisfied  that,  as  a  rule,  physicians  generally  pay  too 
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little  attention  to  tlie  lying-in  period  and  trust  their  cases 
entirely  too  much  to  the  nurse  or  any  old  woman  that  happens 
to  be  in  attendance. 

The  consequence  is  that  many  of  their  cases  do  not  get 
along  well,  and  they  are  quite  justly  blamed  for  the  unsatis- 
factory progress  toward  recovery.  For  a  week  or  more  they 
should  be  carefully  observed  and  visited  by  the  attending 
physician  every  day  or  every  two  or  three  days,  as  appearances 
indicate.  After  forty-eight  hours  the  patient  should  be  per- 
mitted to  get  out  of  bed  to  evacuate  the  bladder,  and  in  a  day 
or  two  more  to  go  to  the  stool.  This  prevents  her  becoming  so 
weak,  and  at  the  same  time  thoroughly  drains  the  vagina  of 
clots  and  retained  matter.  I  think,  as  a  rule,  lying-in  patients 
are  underfed  and  in  consequence  there  is  a  failure  of  the  milk 
supply  and  gjeat  loss  of  strength.  After  the  first  week  in 
normal  cases,  I  permit  my  patients  to  begin  sitting  up  a  litth 
in  bed,  while  partaking  of  their  meals,  and  as  the  days  go 
by  allow  them  to  recline  in  an  easy  chair  for  a  few  moments 
at  a  time,  so  that  by  the  end  of  two  weeks  they  can  be  up  and 
dressed  a  portion  of  each  day.  While  good  judgment  should 
be  exercised  in  these  cases,  I  believe  the  too  long  confinement 
in  bed,  without  any  effort  or  exercise,  weakens  the  patients  so 
that  it  takes  a  great  deal  more  time  than  is  necessary  for  them 
to  regain  their  normal  tone. 

There  is  one  matter  which  I  desire  to  especially  emphasize 
regarding  advice  to  be  given  the  mother  after  she  gets  up  from 
her  lying-in  period,  and  that  is  to  always  lie  down  to  nurse  the 
baby.  This  thirty  minutes  of  rest  and  relaxation  every  two  or 
three  hours  certainly  does  more  to  maintain  health  and  normal 
conditions  in  the  nursing  mother  than  any  other  one  thing  I 
know  of. 

I  cannot  close  this  paper  without  saying  just  a  word  for 
the  defenseless  baby  that  has  been  thrust  into  this  cold  and 
cruel  world.  First,  the  immediate  cleansing  of  the  eyes  with 
boric  acid  solution  or  nitrate  of  silver  solution  in  suspicious 
cases.  The  great  amount  of  unnecessary  blindness  among  chil- 
dren from  ophthalmia  neonatorum  should  make  one  shudder  at 
the  very  thought  of  being  one  to  contribute  to  this  army  of 
unfortunates  who  have  been  made  so  by  the  ignorant,  careless 
neglect  of  their  supposed  protectors. 

Next  in  importance  is  the  providing  of  proper  nourishment 
for  the  babe.  Until  the  normal  milk  supply  is  established,  the 
mfant  should  be  artificially  fed  as  its  occasional  needs  seem  to 
demand.  The  babe  should  be  weighed  every  week  to  ascertain 
whether  it  is  making  the  proper  increase  in  weight,  and  if  not, 
its  food  supply  should  be  carefully  examined  into  and  necessary 
corrections  made  to  overcome  the  difficulty. 

In  artificially  fed  babies,  care  should  be  taken  to  prevent 
scurvy,  by  adding  orange  juice  to  the  diet  daily  and  getting 
away  from  the  artificially  prepared  foods. 
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THE  OPERATION  FOR  ACUTE  APPENDICITIS. 

BY   W.    CHISHOLM,   M.D. 

Before  going  on  to  describe  the  operative  treatment  of  acute 
appendicitis  I  would  like  to  state  what  appears  to  me  the  most 
satisfactory  lines  on  which  to  proceed  in  the  treatment  of  this 
most  alarmingly  frequent  condition. 

The  lay  mind  hardly  seems  to  appreciate  the  limitations 
which  hedge  us  in  in  our  work;  the  public  read  in  the  papers 
of  the  wonderful  triumphs  of  modem  surgery,  but  they  little 
realize  the  niunber  and  complexity  of  the  conditions  over  which 
it  is  necessary  to  have  control  before  it  is  possible  to  achieve 
those  triumphs.  It  is  owing  to  our  not  always  being  able  to 
command  these  conditions  that  the  treatment  of  acute  appen- 
dicitis cannot  always  be  surgical,  and,  while  I  am  in  favor, 
whenever  possible,  of  operating  on  cases  of  acute  appendicitis 
as  soon  as  ever  the  diagnosis  is  decided  upon,  it  should  be 
recognized  that  where  a  surgeon's  experience  is  not  consider- 
able, or  he  cannot  obtain  adequate  assistance,  the  patient's 
interests  may  best  be  served  by  careful  expectant  treatment. 
I  have  never  yet  regretted  haste  in  operating  for  acute  appen- 
dictis,  but  I  have  regretted  delay.  As  to  the  operation  itself, 
I  take,  first: 

The  Incision. — The  so-called  gridiron  incision,  with  separa- 
tion of  the  fibres  of  the  internal  oblique  and  transversalis 
muscles,  will  be  found  satisfactory  in  many  cases.  Where  more 
room  is  required,  as  is  often  the  case,  this  can  be  obtained  by 
carrying  the  horizontal  part  of  the  incision  into  the  sheath  of 
the  rectus,  and  retracting  this  muscle  inwards.  Lately,  I  have 
been  using  more  frequently  the  incision  over  the  outer  third 
of  the  rectus,  drawing  this  muscle  inwards,  and  opening  the 
peritoneal  cavity  behind  the  rectus.  This  incision  is  found 
especially  useful  in  the  female,  if  it  is  found  necessary  to  deal 
with  the  pelvic  organs  on  that  side.  The  nerves  can  generally 
be  displaced  upwards  and  downwards,  and  it  is  an  incision 
which  has  given  me  only  satisfaction.  The  presence  of  a 
localized  swelling  or  the  seat  of  maximum  tenderness  in  a 
particular  case  will  often  help  the  surgeon  in  his  choice  of 
incision.  As  to  the  length  of  the  incision,  I  think  undue  stress 
is  laid  on  the  importance  of  confining  this  to  the  smallest 
possible  limits.     That  it  should  be  as  small  as  possible  con- 
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sistent  with  the  safety  of  the  patient  will  be  best  conserved 
by  the  surgeon  not  putting  difficulties  in  his  own  way.  For 
the  average  man  two  senses  are  better  than  one,  and  in  any 
case  presenting  unusual  difficulties  that  surgeon  will  do  the 
best  for  his  patient  who  makes  his  incision  of  sufficient  length 
to  enable  him  to  supplement  his  sense  of  touch,  no  matter  how 
erudite  or  finely  trained,  by  that  of  sight.  Moreover,  in 
working  at  a  difficult  case  through  a  small  incision  the  edges 
of  the  woimd  are  apt  to  be  bruised  and  damaged  somewhat 
by  the  knuckles  of  the  operator,  and  this  may  militate  against 
that  immediate  union  which  is  so  desired  by  the  surgeon  who 
is  obsessed  by  the  dread  of  post-operative  hernia.  For  these 
reasons,  which  seem  to  me  orthodox  from  both  a  surgical  and 
common  sense  standpoint,  I  cannot  be  a  votary  to  the  small 
incision.  For  all  practical  purposes  we  may  adopt  the  usual 
classification,  and  take  three  conditions  of  the  appendix  which 
are  met  with  in  operating  on  acute  cases. 

First, — When  the  appendix  is  swollen  and  inflamed,  but 
where,  though  there  may  be  recent  adhesions,  or  older  adhesions 
giving  evidence  of  former  attacks,  the  wall  of  the  appendix 
is  still  intact.  Here  all  that  is  necessary  is  to  remove  it  by 
one  or  other  of  the  well-known  methods.  My  own  preference 
is  to  crush  the  appendix  near  its  base,  apply  a  catgut  ligature 
lound  the  crushed  part,  as  close  as  possible  to  the  cecum,  cut 
off  the  appendix  immediately  beyond  the  ligature  and  iuvagin- 
ate  the  stump  (rendered  less  bulky  by  the  crushing)  into  the 
cecum  by  means  of  a  purse-string  suture.  This  method  has 
been  condemned  by  some,  and  I  have  heard  of  post-mortems 
where  the  purse-string  suture  has  been  demonstrated  to  have 
given  way  and  the  contents  of  the  cecum  to  have  escaped  into 
the  abdominal  cavity.  The  appendix  should  always  be  ligatured 
before  the  stump  is  invaginated,  and  care  should  be  taken  in 
applying  the  purse-string  suture  to  catch  up  enough  of  the 
muscular  and  submucous  coats  of  the  cecum.  When  this 
method  has  failed,  the  failure  has  been  due  rather  to  faulty 
work  than  to  the  method  itself,  the  purse-string  suture  having 
probably  taken  up  little  more  than  peritoneum.  In  these  cases 
the  abdomen  can  generally  be  safely  closed  without  drainage; 
but  in  cases  where  there  is  any  doubt  as  to  the  condition  of  the 
wall  of  the  appendix,  and  bearing  in  mind  that  in  cases  of 
gangrene  of  the  bowel  infective  micro-organisms  are  found 
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nfiltrating  the  bowel  wall  for  some  distance  from  the  actual 
gangrene,  it  would  be  better  to  pass  a  small  drain  down  to  the 
A\e  of  the  appendix.  Some  surgeons  in  these,  and  also  in  other 
:ases,  pour  a  pint  or  more  of  saline  solution  into  the  abdominal 
cavity  before  closing  it.  There  may  be  cases  where  this  is 
)eneficial,  but  in  the  majority  it  appears  to  me  to  be  at  least" 
uperfluous. 

In  the  second  class  of  cases  where  there  has  been  more 
lelay,  and  the  inflammation  has  gone  on  to  gangrene  of  the 
ippendix  either  wholly  or  in  part,  with  the  formation  of  an 
ibscess  which  is  fairly  well  shut  off  from  the  rest  of  the 
ibdominal  cavity,  there  are  a  few  points  on  which  surgeons  are 
lot  agreed.  In  some  cases  the  anterior  abdominal  wall  forms 
)art  of  the  wall  of  the  abscess  cavity,  and  it  is  in  these  cases 
ispecially  that  the  muscles  and  tissues  of  the  abdominal  wall 
re  found  to  be  oedematous,  and  pus  is  sometimes  encountered 
>efore  the  peritoneum  is  definitely  recognized.  In  such  a  case 
he  condition  of  the  patient  may  render  it  advisable  for  the 
urgeon  to  content  himself  with  putting  in  a  tube  and  removing 
he  appendix  later  on,  if  necessary.  In  other  cases  the  appendix 
nay  be  found  perforated  but  securely  wrapped  round  with 
•mentum.  In  such  a  case  it  is  well  to  remove  the  appendix, 
ogether  with  the  portion  of  omentum  surrounding  it.  In 
Jther  cases  the  abscess  may  be  found  in  the  iliac  fossa  or 
jelvis,  and  shut  off  from  the  rest  of  the  abdominal  cavity  by 
smentum  and  adherent  coils  of  intestine.  In  these  cases  the 
avity  should  be  swabbed  out  gently,  and  for  this  purpose  I 
mow  nothing  better  than  soft  pieces  of  the  now  neglected 
tiarine  sponge.  If  the  appendix  presents  readily,  or  can  be 
lemonstrated  without  an  excessive  disturbance  of  the  parts, 
t  is  best  to  remove  it.  In  those  cases,  especially  when  the 
ppendix  is  retro-cecal,  I  think  a  rather  determined  effort 
hould  be  made  to  remove  it  at  the  time.  Sometimes  the  tip 
as  sloughed  away  and  a  concretion  is  lying  behind  the  cecum 
a  the  midst  of  a  small  collection  of  offensive  pus.  It  is  difficult 
or  this  to  escape,  owing  to  its  situation,  and  I  am  inclined  to 
bink  that  it  is  in  cases  of  this  kind  that,  when  merely  opened 
nd  drained  in  the  first  instance,  a  later  operation  is  necessary 
1  order  to  remove  the  appendix  or  a  concretion.  Moreover, 
liese  cases  are  apt  to  be  followed  by  subphrenic  or  hepatic 
bscess.    At  the  same  time  I  do  not  think  it  the  best  practice 
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to  insist  on  removing  it  m  all  cases  and  under  all  circumstances. 
In  some  cases  the  appendix  has  almost  entirely  sloughed  away, 
and  its  remains  form  part  of  the  contents  of  the  abscess  cavity. 
The  cavity  when  cleaned  may  with  advantage  be  dusted  with 
iodoform  and  packed  lightly  with  gauze,  or  merely  drained  by 
means  of  a  rubber  tube.  \  think  it  rarely  necessarj'  to  irrigate 
in  these  cases.  It  is  well  to  be  on  the  lookout  for  concretions ; 
:n  many  cases  where  a  sinus  has  persisted  after  merely  opening 
the  abscess,  without  removal  of  the  appendix,  this  has  been 
due  to  the  retention  of  a  stercolith.  In  my  own  work  I  do  not 
recall  ever  having  to  reopen  the  abdomen  to  remove  the 
appendix  in  any  case  treated  on  the  above  lines  and  when  the 
appendix  was  not  removed  in  the  first  instance.  One  case 
certainly  returned  with  a  sinus,  but  this  healed  after  curetting 
and  applying  pure  carbolic  acid.  Simply  ligaturing  the  appen- 
dix, or  what  remains  of  it,  with  a  fairly  stout  piece  of  catgut 
is  all  that  is  necessary,  and  drainage  of  some  kind,  according 
to  what  is  considered  best  for  the  particular  case,  should  be 
always  employed. 

In  the  third  class  are  those  cases  of  gangrene  of  the  appendix 
with  abscess,  but  where  little  or  no  attempt  has  been  made  to 
localize  the  abscess  and  the  pus  is  widely  distributed,  so  that 
we  have  a  case  of  more  or  less  general  peritonitis.  Here  no 
one  line  of  treatment  can  be  always  followed.  When  the  pus 
appears  limited  the  case  can  often  be  treated  on  the  lines  laid 
down  for  the  second  class  of  case,  but  in  all  it  is  best  to  drain, 
If  only  by  a  small  split  rubber  tube,  containing  a  strip  of 
gauze,  passed  down  to  the  stump  of  the  appendix.  Even  in 
cases  where  the  pus  is  in  Douglas's  pouch,  or  the  recto- vesical 
pouch,  and  appears  limited  to  this  region,  the  same  treatment 
may  be  followed,  but  here,  in  addition  to  a  cigarette  drain  going 
to  the  site  of  the  appendix,  a  long  split  rubber  tube  containing 
gauze  should  be  passed  as  low  down  into  the  pelvis  as  possible. 
Rarely  it  may  be  thought  advisable  in  women  to  drain  per 
vaginam. 

In  cases  where  the  peritonitis  is  more  extensive  and  there  is 
much  pus  free  in  the  abdominal  cavity,  I  am  strongly  in  favor 
of  irrigation  and  subsequent  drainage.  At  the  same  time  it  is 
not  the  case  which  has  the  most  pus  that  is  the  most  dangerous. 
I  cannot  share  the  belief,  nor  do  I  care  to  act  on  it,  that  this 
pus  contains  a  beneficent  army  of  leucocytes  and  that  we  should 
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t  chary  about  getting  rid  of  any  of  them.  A  good  general 
3es  not  hesitate  to  sacrifice  a  few  men  if  he  can  thereby  destroy 
g^eat  number  of  the  enemy.  The  surgeon  may  well  carry 
lit  this  principle  in  his  warfare  against  disease.  Comer 
jlieves  that  we  must  look  to  the  pyogenic  micrococci  for  the 
arting  point  of  cases  of  acute  perforation  and  gangrene  in 
hatever  part  of  the  alimentary  tract  it  may  be  situated.  We 
robably  have  to  deal  with  the  products  of  the  activity  of 
irious  micro-organisms,  and  seeing  that  it  is  impossible  at  the 
me  of  operation  to  ascertain  the  precise  nature  of  the  infective 
rocess  we  have  to  deal  with,  the  interests  of  the  patient  will 
est  be  served  by  our  ridding  him  of  as  many  of  these  products 
5  we  can.  In  no  way  can  this  be  done  better  than  by  irriga- 
on,  but  this  must  be  done  properly.  I  have  seen  irrigation 
erformed  in  a  way  that  could  hardly  do  anything  but  harm, 
f  the  irrigating  tube  is  placed  in  the  abdominal  wound  and 
le  cavity  distended  as  fully  as  possible  with  saline  solution, 
rhich  is  then  allowed  to  escape  as  best  it  can,  infective 
laterial  will  thereby  be  carried  further  afield ;  but  if  a  counter 
pening  be  made  in  each  loin,  and  irrigation  carried  on  through 
lese  while  the  abdominal  incision  is  held  widely  open  to  allow 
[le  ready  escape  of  the  fluid  (which  should  be  introduced  at  a 
}w  pressure),  then  the  abdominal  cavity  and  pelvis  can  be 
afely  cleansed.  The  stream  of  saline  passes  from  the  less 
ifected  towaids  the  more  infected  parts  of  the  peritoneal 
avity,  and  this  can  be  further  aided  by  raising  the  head  of  the 
perating  table.  Most  of  the  fluid  which  does  not  escape  in 
his  way  can  now  be  removed  by  sponges  passed  deeply  into  the 
iclvis  by  means  of  holders.  The  remainder,  which  doubtless 
ontains  the  toxic  products  of  bacterial  activity,  though  now 
tiuch  diluted,  may  be  removed  by  means  of.  drainage  during 
he  next  few  hours.  In  these  c^ses  it  is  wise  to  drain  through 
)0th  incisions  in  the  loins  as  well  as  through  the  original 
ncision.  The  site  of  the  appendix  is  packed  round  with  iodo- 
brm  gauze,  and  this,  as  it  passes  to  the  surface  of  the  body,  is 
lurrounded  by  rubber  tissue.  A  long  split  rubber  tube  con- 
aining  gauze  is  passed  deeply  into  the  pelvis.  It  is  argued  that 
irainage  is  useless  after  a  few  hours,  and  experiment  proves 
he  truth  of  this;  but  it  is  for  just  these  few  hours  that  I  think 
t  important  to  make  use  of  it.  By  means  of  cigarette  drains 
md  split  rubber  tubes  containing  gauze,  a  good  deal  of  fluid 
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is  removed  by  capillary  action.  It  is  true  this  ceases  after  a 
few  hours,  owing  to  coagulation  of  hmph  in  the  meshes  of  the 
gauze,  but  while  it  is  going  on  it  is  aided  by  dressing  the 
patient  two  or  three  times  at  two-hourly  intervals  and  putting 
fresh  gauze  over  the  ends  of  the  drains.  The  cigarette  drains 
and  rubber  tubes  can  generally  be  easily  removed  in  a  day  or 
two,  but  when  it  has  been  found  necessary  to  pack  a  cavity  with 
gauze  this  is  rarely  removed  under  a  week,  and  not  then  unless 
it  comes  away  easily. 

Perhaps  this  paper  should  not  close  without  reference  to  the 
Fowler  position  and  the  method  of  continuous  saline  rectal 
injection  of  Murphy.  The  former  I  believe  to  be  a  most 
useful  adjunct  in  bringing  one's  desperate  cases  to  a  successful 
issue;  as  to  the  special  eiificacy  of  the  latter  I  cannot  express 
an  opinion,  seeing  I  having  never  employed  it.  More  than 
twenty-five  years  ago  I  remember  it  was  Heath's  custom,  in 
cases  of  severe  shock  after  operation,  to  order  an  ounce  of 
brandy  in  half  a  pint  of  tepid  water  as  a  rectal  injection.  In 
bad  cases  of  appendicitis,  where  shock  is  added  to  profound 
toxemia,  I  have  used  a  modification  of  Heath's  method,  substi- 
tuting normal  saline  solution  for  plain  water.  From  lo  to  20 
ounces  are  ordered  as  an  injection  every  two,  three  or  four 
hours,  according  to  the  patient's  condition  and  power  of  reten- 
tion. Of  the  benefit  derived  from  this  I  am  fully  convinced, 
and  feel  it  hard  to  believe  that  any  modification  of  this  method 
as  introduced  by  Murphy  is  capable  of  making  the  difference 
of  life  or  death  to  the  patient;  the  simplest  means  are  gener- 
ally the  best,  and  it  is  a  good  rule  to  do  nothing  more  than  is 
needful.  Seeing  the  number  of  successful  cases  which  have 
been  treated  under  such  diverse  and  almost  opposite  methods, 
it  ill  becomes  any  of  us  to  be  too  dogmatic  as  regards  any 
particular  method,  and  one  is  almost  forced  to  the  conclusion 
that  the  result  often  hangs  more  on  the  old  question  of  the 
virulence  of  the  infecting  organism  as  compared  with  the 
resisting  power  of  the  patient. 

These,  however,  are  the  chief  measures  employed  by  me  in 
the  operative  treatment  of  acute  appendicitis.  It  may  appear 
to  some  that  they  are  lacking  in  boldness  and  that  too  much 
stress  is  laid  on  the  necessity  for  drainage.  It  is  hard  for  us  all 
to  get  away  from  early  impressions  and  teaching,  and  being 
among  those  who  can  remember  the  great  dread   formerly 
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itertained  of  opening  the  peritoneal  cavity,  I  cannot  help 
ieling  that  there  is  a  tendency  to-day  to  go  to  the  opposite 
ctreme  and  credit  the  peritoneum  with  an  unlimited  capacity 
L  dealing  with  infective  organisms.  In  most  of  these  opera- 
ons  it  is  a  question  between  life  and  death  for  the  patient, 
id  while  "playing  for  safety"  may  not  be  applauded  in  the 
illiard  room,  it  is  a  very  good  game  to  play  in  the  operating 
leatre,  in  spite  of  any  subsequent  drawbacks  which  may  ensue. 

^    ^    ^ 

PRURITUS  ANI.* 


BY   DUDLEY   DA.    WRIGHT,    M.D. 

Pruritus  ani,  the  subject  dealt  with  in  this  paper,  is  a  good 
lustration  of  the  maxim  which  says  that  we  may  judge  of 
le  intractability  of  a  disease  by  the  number  of  remedies 
hich  have  been  advertised  for  its  cure. 

1  do  not  think  that  there  are  many  that  have  been  in  practice 
Dr  even  a  short  time  who  have  not  had  some  experience  of  the 
ifficulty  in  completely  curing  this  symptom.  I  say  "curing" 
dvisedly,  for  alleviation,  or  even  temporary  suppression  of  the 
rouble,  is  not  usually  difficult,  whereas  to  rid  the  patient 
Dce  and  for  all  is  a  very  different  matter. 

The  underlying  condition  which  brings  about  the  pruritus  is 
1  most  instances  a  form  of  dermatitis.  We  have  present  in 
le  part  most  of  the  factors,  such  as  lack  of  cleanliness,  the 
ccurrence  of  perspiration  with  imperfect  means  of  evaporation, 
le  presence  of  micro-organisms  or  discharges  from  the  adja- 
ent  bowel,  as  well  as  the  daily  evacuations — all  of  which 
onduce  to  the  production  or  maintenance  of  an  inflammatory 
tate  of  the  skin.  Moreover,  the  frequent  disturbance  of  the 
irculation  of  the  parts  supplied  by  the  hemorrhoidal  vessels 
iirough  functional  disorders  of  the  liver  and  digestive  organs, 
nd  the  production  of  loose  folds  of  skin  around  the  opening 
f  the  bowel  resulting  from  occasional  attacks  of  thrombosed 
xtemal  piles,  are  further  factors  worthy  of  consideration. 

It  is  not  often  that  the  pruritus  is  continuous.  Even  in 
he  most  aggravated  cases  the  patient  may  have  longer  or 
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shorter  periods  of  freedom  from  the  irritation,  though  in  such 
it  is  seldom  that  the  eczema  or  keratosis  which  are  the  usual 
accompanying  objective  signs  entirely  disappear  after  they 
have  once  become  established,  except  under  suitable  treatment. 

In  the  acute  attacks  there  is  present  a  considerable  amount 
of  redness  of  the  skin  with  some  iissuring,  and  this  is  not  only 
in  the  region  around  the  anus,  but  is  often  more  marked  back- 
wards to  the  coccyx,  or  forwards  towards  the  scrotum  or 
labial  folds.  These  fissures  of  the  skin  nearly  always  run 
longitudinally,  and  often  there  is  one  long  fissure  which  lies 
in  the  sulcus  between  the  folds  of  the  nates. 

After  a  time  the  parts  assume  a  condition  of  keratosis,  the 
skin  affected  becoming  a  dead  white  color,  usually  moist, 
and  often  remitting  a  somewhat  offensive  odor  from  putre- 
faction of  the  secretions,  and  when  this  stage  is  reached  the 
torment  produced  by  the  irritation  is  often  extreme ;  and  being 
usually  worst  when  the  patient  is  warm  in  bed,  it  may  seriously 
interfere  with  his  rest. 

It  is  not  often  that  true  anal  fissure  of  the  painful  type  is 
associated  with  pruritus.  This  kind  of  fissure  appears  to  be 
connected  with  an  entirely  different  train  of  pathological  cir- 
cumstances, which  it  is  not  necessar}'  to  deal  with  in  this  paper. 

There  are  certain  etiological  points  which  I  will  touch  upon, 
as  I  consider  them  of  importance.  I  presume  that  in  a  laiige 
number  of  cases  the  local  condition  is  an  expression  of  some 
form  of  toxemia,  either  acquired  or  self-induced.  Its  common 
association  with  lithemia  is  proof  of  this,  but  there  are  certain 
articles  of  diet  which  my  experience  has  taught  me  to  warn 
the  patient  from  taking,  and  probably  the  greatest  offender  is 
coffee.  What  it  is  in  this  drink  that  brings  about  the  trouble 
I  cannot  say,  but  it  has  more  frequently  been  the  cause  of  it 
than  tea  or  any  other  beverage. 

Excess  of  fatty  articles  in  the  diet,  especially  butter,  may 
likewise  produce  the  same  result.  I  believe  this  may  be  due 
to  a  form  of  acid  intoxication.  The  splitting  up  of  the  fats 
in  the  intestine  favors  the  accumulation  of  butyric  and  other 
fatty  acids,  which  are  prejudicial  to  the  patient. 

Salt,  too,  I  believe  may  be  a  cause  when  taken  in  excess, 
and  I  recall  one  case  in  which  its  abolition  from  the  dietary  did 
more  than  anything  else  to  get  rid  of  the  disease. 

Excessive  smoking  may  also  indirectly  be  a  cause  of  pruritus. 
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There  is  an  another  condition  I  should  mention  which  is  at 
mes  an  agent  in  producing  the  disease.  It  is  the  occasional 
ischarge  of  an  acrid  fluid  from  the  anus,  which  irritates  the 
arts  around  and  sets  up  eczema  and  its  attendant  evils.  In 
lese  cases  examination  of  the  anal  canal  will  reveal  the 
resence  of  small  pockets  of  mucous  membrane,  often  with 
apilte  at  their  edges.  The  pockets  are  formed  by  enlarge- 
lent  of  the  valves  of  Morgag^i,  which  are  situated  about 
I  inch  above  the  "white  line"  of  Hilton.  The  fluid  appears 
)  be  secreted  in  the  pockets,  and  may  be  there  retained  for 

time  and  discharged  at  intervals,  with  the  result  above 
lentioned.  I  have  known  the  removal  of  these  pockets  cure 
ruritus,  and  certainly  the  excision  of  any  such  vascular 
rowth,  such  as  is  liable  to  arise  from  hypertrophy  of  the 
ipillae  situated  in  this  region,  is  strongly  indicated,  as  they 
ay  be  the  cause  of  much  annojrance  when  they  are  large 
LOugh  to  descend  into  the  sphincter  region  and  be  grasped 
r  the  muscle. 

We  now  come  to  the  subject  of  treatment  Of  course, 
cal  cleanliness  is  a  sine  qua  hOn  in  this  complaint.  After 
rery  action  of  the  bowels  the  part  should  be  cleansed  with 
ater.    Soap  is  not  necessary ;  indeed,  I  believe  it  is  harmful. 

to  the  water  be  added  some  hazeline  or  carbolic  acid  to 
e  strength  of  i  in  80,  the  cleansing  will  be  more  efficiently 
me,  and  both  of  these  lotions  have  a  sedative  effect  on  the 
Tves  of  the  part.  After  cleansing  in  this  manner,  whatever 
►plication  is  ordered  should  be  put  on,  and  if  this  be  done  in 
e  morning  it  is  as  well  in  any  case  to  bathe  the  part  at  night 
ith  water  as  hot  as  can  be  borne  and  reapply  the  dressing, 
r  in  this  way  the  itching  which  comes  on  directly  the  patient 
:ts  into  bed  is  prevented.  With  regard  to  ointments  or  lotions 
r  this  complaint,  their  name  is  legion,  and  I  can  only  mention 
few  of  the  drugs  which  have  been  used  locally. 
Chief  amongst  these  are  carbolic  acid,  tar,  mercurial  prepar- 
ons  and  menthol.    The  prescription  I  order  most  frequently  is 

ointment  composed  of  3i.  of  citric  ointment  to  ^i.  of  ben- 
ated  zinc  ointment,  to  which  is  added  5  gr.  of  menthol  to  the 
nee. 

A  preparation  containing  carbolic  acid  gr.  xxx.,  tar  3iss., 
d  oxide  of  zinc  3ii.  to  5".  of  simple  cerate  ointment  is  also 
eful,  and  it  may  have  menthol  added  to  it. 
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Other  tar  preparations  are  the  liquor  carbonis  detergens 
and  oleum  cadini.  A  lotion  may  be  made  of  3iss.  of  the  forme:, 
with  oi-  oi  eau-de-cologne  to  Jviii.  of  water.  This  rapidly 
relieves  the  pruritus  and  is  easily  applied.  Equal  parts  of 
cade  oil  ointment  and  hamamelis  ointment  suit  both  the  pruri- 
tus and  the  eczema.  Lotions  are  usually  more  pleasant  for  the 
patient,  as  they  do  not  stain  the  linen,  as  do  most  ointments. 

In  cases  which  do  not  respond  sufficiently  to  these  simple 
measures,  more  active  treatment  is  indicated,  and  that  which 
I  have  found  most  helpful  is  the  application  of  a  strong  solu- 
tion of  nitrate  of  silver  to  the  whole  of  the  irritable  area. 

I  do  not  hesitate  to  apply  this,  even  if  the  skin  be  the  site 
of  a  considerable  amount  of  eczema — indeed,  I  look  upon  this 
as  an  indication  for  the  treatment.  Previous  to  applying  the 
silver  nitrate  the  part  should  be  well  swabbed  over  with  a 
5  per  cent,  cocaine  solution.  After  about  three  minutes,  when 
sensation  has  been  annulled,  the  silver  may  be  applied  by  means 
of  a  cotton-wool  mop  wound  round  the  end  of  a  pair  of  sinus 
forceps.  It  should  be  applied  somewhat  vigorously,  and  care 
should  be  taken  to  rub  it  well  in  between  the  redundant  folds 
of  skin  so  frequently  situated  around  the  anus. 

The  parts  should  be  then  smeared  over  with  some  oily 
preparation,  and  a  piece  of  wool  placed  between  the  folds  of 
the  nates  to  keep  the  surface  apart.  It  is  well  in  all  cases 
where  there  is  excessive  moisture  of  the  parts  to  advise  the 
patient  to  use  the  wool  pad  in  this  way.  Or,  a  dusting  powtier 
may  be  used  to  keep  the  parts  dry,  but  it  is  necessary  to 
remember  that  salol  preparations  may  undergo  decomposition 
when  associated  with  the  secretions  of  the  part,  and  become  a 
source  of  irritation  so  that  they  should  be  avoided. 

The  application  of  the  silver  nitrate  often  leads  to  an  aggra- 
vation of  the  eczema  for  a  day  or  two,  but  this  quickly  subsides 
and  the  fissures  begin  to  heal.  Before  this  is  completed  another 
application  can  be  made,  and  repeated,  every  third  or  fourth 
day  for  some  weeks  if  necessary. 

At  the  end  of  this  time  the  superficial  layers  of  the  skin 
will  have  peelel  off,  and  usually  the  patient  benefits  very 
considerably  from  the  treatment. 

A  more  radical  method  of  treatment  is  the  use  of  the 
thermo  or  electric  cautery.  I  have  used  the  latter  with  good 
results  in  a  verv  obstinate  case  with  much  thickening  of  the 
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perianal  skin,  with  peculiar  corn-like  formations  in  the  sulci, 
as  well  as  on  the  ridges  of  hypertrophied  skin.  Before  apply- 
ing the  cautery  point,  local  anesthesia  was  produced  by  sub- 
dermic  injection  of  "Waite's  anesthetic,"  and  the  operation  was 
painless.  One  quarter  of  the  area  to  be  treated  was  done  at  a 
sitting,  and  I  should  not  hesitate  to  do  this  again,  completing 
the  treatment  in  one  sitting  if  necessary.  It  is  scarcely  neces- 
sary to  warn  against  producing  an  anal  stricture  by  destroying 
too  much  perianal  skin  in  this  way. 

X-rays  have  been  advocated  as  a  cure  for  the  disease  under 
discussion.  I  have  no  doubt  that  under  certain  circiunstances 
it  might  be  of  great  benefit,  but  I  have  had  very  littie  experi- 
ence of  its  action.  I  have  treated  one  case  with  it,  and  without 
getting  any  benefit  after  two  weeks'  trial,  the  applications 
being  given  for  five  minutes  every  third  day  with  i^  milliam- 
peres  running  through  the  tube,  which  registered  7  on  the 
Benoist  scale.  I  tried  the  mercury  vapor  lamp  on  this  same 
patient  afterwards,  and  the  eczema  and  pruritus  both  disap- 
peared after  two  weeks'  treatment,  and  one  other  case  of  long 
standing  likewise  gained  great  benefit  from  this  form  of  light. 

We  have  in  radium  one  of  the  most  potent  substances  for 
the  relief  of  pruritus  of  any  part  of  the  body.  Dr.  Deane 
Butcher,  in  a  paper  before  the  Medical  Association,  recounts 
how  he  had  an  itching  eczematous  spot  on  the  ankle,  which 
had  been  present  for  five  years,  and  had  caused  him  mudi 
trouble  for  one  year  with  intolerable  itching.  He  irradiated 
the  patch  for  ten  minutes,  and  repeated  this  treatment  a  week 
later.  There  was  a  slight  reaction  on  each  occasion  after 
twenty-four  hours,  but  the  itching  was  inmiediatcly  relieved 
and  the  patch  entirely  disappeared  after  the  second  treatment. 

He  narrates  another  case  of  a  young  lady  who  suffered 
from  pruritus  and  eczema  vulve  to  such  an  extent  that  her 
condition  was  pitiable.  The  trouble  had  lasted  several  years. 
A  few  applications,  extending  over  about  four  weeks,  entirely 
cured  the  trouble. 

Schwartz,  of  Vienna,  has  shown  that  the  y-rays  of  radium 
have  a  primary  action  on  the  neurilemma  of  the  trophic  nerve 
fibrils,  the  lecithin  of  the  neurilemma  being  decpmposed  into 
other  substances,  such  as  methylamine.  This  selective  action 
on  this  part  of  the  nerve  probably  accounted  for  its  anesthetic 
powers.    The  y-rays  also  have  a  bactericidal  eflfect. 
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Lately  there  has  been  put  upon  the  market  a  "radium" 
ointment  made  apparently  from  finely  pulverized  pitch-blende. 
I  have  tried  this  both  in  a  case  of  pruritus  ani,  as  well  as  on  a 
patch  of  itching  psoriasis  on  my  own  elbow.  In  both  cases 
relief  was  noticeable. 

There  Js  not  much  to  be  said  under  the  head  of  operative 
measures,  beyond  what  I  have  already  said.  Removal  of  the 
hypertrophied  folds  of  skin  around  the  anus  is  indicated  in 
bad  cases,  and,  of  course,  it  goes  without  saying  that  any 
rectal  conditions,  such  as  piles  of  fibrous  or  vascular  growths 
of  the  anal  canal,  should  be  dealt  with.  The  occurrence  of 
the  pockets  formed  by  the  folds  of  Morgagni,  previously 
mentioned,  should  not  be  overlooked,  and  when  present  each 
one  should  be  slit  up  so  as  to  get  rid  of  any  possibility  of 
secretions  being  retained  within  the  folds.  This  is  most 
readily  done  by  means  of  the  galvano-cautery  under  a  general 
anesthetic. 

Finally,  as  regards  drugs.  The  internal  use  of  remedies 
may  not  only  cure  the  case  without  our  having  recourse  to 
local  measures,  but  are  helpful  even  when  the  latter  are 
undertaken.  The  following  remedies  have  been  useful  in 
these  cases,  viz.:  Plantago,  teucriiun,  thuja,  graphites,  petro- 
leimi,  schirrhinum,  and,  according  to  Dr.  Clarke,  radium  in 
high  dilution. 

Discussion. 

Dr.  Jagielski  said  he  himself  put  dietetic  treatment  before 
medicinal.  He  quite  agreed  that  all  such  foods  as  tea,  coffee 
and  alcohol  should  be  discontinued,  and  likewise  thought  that 
mustard,  pepper,  onions  and  other  such  seasonings  tended  to 
bring  on  the  complaint.  He  especially  condemned  the  practice 
of  taking  "appetizers"  before  dinner  in  order  to  make  a  better 
meal,  which  afterwards  proved  too  much  for  their  digestion. 
With  regard  to  treatment,  he  thought  the  cold  water  treatment 
in  all  its  forms — ^the  injection  of  cold  water,  the  drinking  oi 
cold  water,  and  cold  hip  baths — was  an  excellent  remedy. 
Besides  the  remedies  mentioned  he  had  found  mezereum  a  very 
good  drug  for  itching.  He  remembered  a  case  of  a  little  child 
about  8  years  old.  The  pruritus  was  extremely  acute,  and 
could  net  be  cured  by  any  of  the  ordinary  remedies  or  even 
the  cold  water  treatment.  He  noticed  that  the  child  was  very 
fond  of  sweets,  and  told  the  mother  not  to  let  the  child  eat 
them.    The  mother,  however,  said  she  could  not  prevent  him 
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btaining  sweets  at  school.  After  a  little  thought,  he  admin- 
itered  internally  argent,  nit.  in  the  30th  dilution,  and  the  child 
lade  a  wonderful  recovery. 

Dr.  Dyce  Brown  said  there  were  one  or  two  matters  in 
sgard  to  which  he  ventured  to  disagree.  Dr.  Wright  spoke  of 
ruritus  ani  and  dermatitis  being  practically  part  of  the  same 
jmplaint,  but  he  (Dyce  Brown)  had  not  found  that  those  who 
^ere  troubled  with  pruritus  ani  were  specially  liable  to  attacks 
f  dermatitis.  He  did  not  deny  the  possibility  of  tea,  coffee, 
utter,  salt,  and  tobacco  being  in  some  people  a  cause  of 
ruritus  ani.  He  said  "in  some  people,"  because  what  would 
ffect  one  person  might  not  affect  another.  But  he  had  had  a 
ise  which  made  a  great  impression  on  his  mind  as  to  the 
luse  of  pruritus  ani  and  the  effect  of  treatment  on  dietary 
nes,  independently  of  medicine  altogether.  The  patient  had 
iflFered  from  pruritus  ani  from  young  manhood.  His  sleep 
as  disturbed  at  nights  by  it,  and  after  stools,  which  were 
uite  regular,  he  suffered  from  pruritus  most  intolerably,  and 
>  relieve  himself  he  had  to  use  considerable  friction.  He 
as  perfectly  healthy  in  every  other  way.  For  some  reason 
r  other  the  patient  put  himself  upon  a  vegetarian  diet,  and 
[so  stopped  drinking  beer,  spirits,  or  wines ;  the  pruritus  ani 
Egan  to  diminish  from  that  time  and  has  now  completely 
isappeared.  The  curious  thing  was  that,  although  Dr. 
/right  had  condemned  salt,  tea,  butter,  and  tobacco,  the  patient 
ad  still  continued  to  take  such  things,  and  also  pepper  without 
ny  prejudicial  effect  whatever. 

Dr.  Clarke  entirely  agreed  that  coffee  was  a  frequent  cause 
f  pruritus,  but  it  was  also  true  that  the  thing  which  might 
mse  pruritus  in  one  case  would  not  cause  it  in  another.  It 
semed  to  him  that  pruritus  ani  was  a  rather  valuable  con- 
itutional  indication.  Dr.  Pratt,  of  *'orificial  surgery"  fame, 
ad  pointed  out  that  the  orifices  of  the  body  were  very  import- 
nt  indications  of  general  states.  For  instance,  if  the  corners 
f  the  mouth  were  ulcerated  it  was  a  certain  sign  that  some- 
ling  wrong  was  going  on  in  the  constitutional  state,  and  the 
ime  remark  applied  to  irritated  states  of  the  anus.  In  his 
Clarke's)    opinion,   in  the  greatest  number  of  those  cases  |1  | 

le  dyscrasia  was  of  a  sycotic  nature,  and  would  best  be  met  '  ■ 

ith  sycotic  remedies,  for  example,  thuja  or  nitric  acid, 
here  was  another  remedy  which  he  found  of  very  great  use, 
amely,  phosphorous.  Wright  had  mentioned  radium  in  its 
xtemal  use.  Almost  every  one  of  the  conditions  mentioned 
y  Dr.  Butcher  he  had  treated  successfully  with  radium  given 
itemally.  He  had  given  it  in  single  doses  of  the  30th  dilution 
nee  a  week  or  even  went  to  the  20th  decimal  or  the  6th, 
nd  he  had  found  a  number  of  cases  of  pruritus  yield  very 
apidly  to  this  remedy.  He  once  had  a  patient  under  his 
are  who,  not  getting  better  as  quickly  as  he  liked,  went  under 
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light  treatment.  The  light  which  did  him  the  most  good  was 
the  blue  light.  With  regard  to  the  case  mentioned  by  Dr. 
Jagielski,  he  had  found  that  excessive  indulgence  in  sugar 
produced  pruritus. 

Dr.  McCuUoch  mentioned  he  had  had  some  experience  in 
regard  to  the  X-ray  treatment,  both  in  the  ordinary  chronic  and 
in  the  diabetic  forms  of  pruritus.  It  was  understood  that  the 
anesthetic  effect  was  due  to  the  bltmting  of  the  factism  or 
tropism  of  the  protoplasm,  to  use  a  biological  term,  and  this 
followed  up  on  a  dissociation  of  the  lecithin  molecules  present 
He  found  that  in  filtering  the  rays,  if  X-rays  were  used  through 
thick  leather  or  aluminium  plates,  a  better  superficial  effect 
was  obtained,  because  of  these  rays  being  unduly  penetrating; 
even  the  rays  from  a  soft  tube  were  too  penetrating  in  some 
cases,  the  effect  on  the  superficial  layers  was  thus  often  missed. 
Hence  it  was  that  the  ultra  violet  frequencies  which  are  least 
penetrating  from  whatever  source  they  were  obtained,  acted 
molecularly  on  the  morbid  elements  of  the  epidemic  layers  in 
a  more  ideal  fashion  without  the  need  of  filtration.  The 
same  applied  to  radium,  which  had  very  superficial  effects  if 
applied  directly  in  the  way  suggested,  but  with  a  thin  plate 
of  mica  or  celluloid  as  filter.  Similar  effects  could  doubtless 
be  obtained  by  proper  filtering  of  X-rays  and  judicious  appli- 
cation of  them.  It  was  always  necessary  to  obtain  evidence  of 
a  reaction  after  the  third  or  fourth  application  and  this  should 
never  exceed  the  first  degree,  short  of  the  exudation  of  lymph 
serum  from  the  underlying  lymphatic  .  capillaries.  He  had 
had  two  cases  recently  which  had  done  very  well  indeed  under 
the  filtration  method. 

Mr.  Eadie  enquired  whether  any  of  the  members  had  found 
rhus  of  any  use  in  the  condition.  He  had  noticed  a  number 
of  cases  in  patients  of  gouty  or  rheumatic  diathesis.  He 
always  insisted  on  his  patients  not  scratching  the  part.  If  a 
patient  refrained  from  scratching  and  gave  the  part  a  chance 
to  heal,  he  was  certainly  relieved,  at  least  temporarily.  With 
regard  to  coffee  being  a  cause  of  the  complaint,  he  remembered 
the  case  of  a  patient — ^a  tea  drinker — who  suffered  from  pruri- 
tus ani ;  he  had  to  go  to  Germany,  where  he  could  not  obtain 
tea  and  therefore  had  to  take  coffee,  and  that  man  returned 
from  Germany  perfectly  well.  During  the  time  he  had  been 
taking  coffee  he  had  had  no  trouble  from  the  complaint,  but 
directly  he  started  tea  drinking  the  pruritus  returned.  He 
(Mr.  Eadie)  laid  stress  on  the  point  that  pruritus  ani  was  only 
a  symptom.  ^  He  remembered  the  case  of  a  man  who  came  to 
him  about  six  months  previously  suffering  from  a  stricture, 
and  a  catheter  was  passed.  The  man  afterwards  told  him  that 
he  had  been  suffering  from  itching  of  his  anus  for  years,  but 
since  the  instrument  had  been  passed  the  irritation  had  entirely 
disappeared. 
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Dr.  Cash  Reed  said  the  paper  had  not  particularly  dealt  with 
cers  just  inside  the  anus,  but  he  thought  that  was  the  most 
mnion  cause  of  pruritus  ani;  if  the  anus  was  dilated  a 
lall  ulcer  would  frequently  be  found  just  inside.  The  three 
medies  which  he  had  been  accustomed  to  use  with  more 
less  success  were  nitric  acid  internally,  and  ointment  o£ 
ndal  wood  20  per  cent,  externally,  and  calomel  dusting 
►wder. 

*    *    * 
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ERSISTENT  VOMITING  IN  PREGNANCY,  ACCOM- 
PANIED BY  ACETONURIA,  AND  THE  RAPID 
SUBSIDENCE  OF  BOTH  AFFECTIONS 
UNDER   THE   USE   OF   SODIUM 
BICARBONATE. 

HAROLD  WYNNE  THOMAS.   M.D.,  AND  GEORGE  BURFORD,   M.D. 

The  original  work  of  Blodgett  and  Starbuck  on  that  form 
cmesis  in  pregnancy  associated  with  the  existence  of  acetone 
id  diacetic  acid  in  the  urine  is  of  the  highest  importance, 
veterate  emesis  in  the  later  months  of  pregnancy  is  so 
LHgerous  a  condition,  is  so  frequently  not  stayed  by  the  empty- 
B^  of  the  uterus,  and  so  usually  ends  fatally  that  it  has  been 
It  in  a  separate  class  by  obstetricians  and  styled  "malignant 
miting." 

To  Drs.  Blodgett  and  Starbuck  is  due  the  credit  of  having 
)rked  out,  mainly  in  connection  with  the  Homeopathic  Hos- 
tal  in  Boston,  that  this  grave  condition  is  often  concurrent 
ith  the  presence  of  acetone  and  diacetic  acid  in  large  quanti- 
?s  in  the  urine.  Further,  when  this  is  the  case,  that  the 
temal  use  of  sodium  bicarbonate  in  definite  dosage  is  almost 
specific  for  this  deadly  condition,  arresting  the  vomiting  and 
arvellously  improving  the  patient's  health  in  a  few  days. 
Dr.  Blodgett  has  worked  out  this  point  very  carefully, 
lowing  by  recorded  cases  that  this  drug  is  of  no  avail  in 
e  sickness  of  pregnancy  when  acetone  and  diacetic  acid  are 
►sent.  Further,  while  homeopathic  remedies  are  of  the 
eatest  service  and  are  to  be  relied  on  in  these  last-mentioned 
ses— by  far  the  majority — ^that  the  neutralization  of  the 
xemia  that  is  linked  up  with  acetonuria  in  pregnancy  is 
)solutely  necessary  for  the  cessation  of  the  vomiting,  and 
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the  only  known  drug  that  will  assuredly  eflFect  this  is  sodium 
bicarbonate. 

The  ensuing  case  gives  objectivity  to  these  points. 

Dr.  Wynne  Thomas  admitted  into  the  Phillips  Memorial 
Hospital  at  Bromley  on  December  12,  1908,  a  married  woman, 
aged  36,  and  pregnant  about  three  months.  She  was  suffering 
from  pregnancy-emesis  of  a  most  inveterate  kind;  sickness 
commenced  at  the  end  of  the  first  month,  and  continued  and 
increased  till  in  the  third  month  all  food  was  vomited,  in  spite 
of  dietary  and  complete  rest  in  bed.  She  had  already  had 
two  children  and  no  miscarriages,  and  was  in  fair  health  until 
the  present  pregnancy. 

The  family  history  was  germane  to  this  special  condition, 
for  two  sisters  had  died,  one  of  heart  disease  and  one  after 
operation  for  renal  calculus,  and  in  both  cases  persistent 
vomiting  had  led  up  to  death. 

On  arrival  at  the  hospital  she  was  put  to  bed,  all  food 
stopped  by  the  mouth,  and  the  patient  fed  only  on  nutrient 
enemata.  Means  were  taken  to  ascertain  that  there  was  no 
abnormal  physical  state  of  the  uterus.  Ipecac,  apomorphia, 
and  arsenicum  had  been  already  prescribed,  and  now  carbolic 
acid  3x  was  given  for  a  few  days.  No  obvious  improvement 
ensuing,  this  was  changed  for  iris  ver.  ix,  often  an  excellent 
remedy  for  this  distressing  symptom,  and  hydrocyanic  acid  3X 
followed,  but  without  any  satisfactory  result. 

The  patient's  condition  had  gone  steadily  from  bad  to 
worse;  neither  fluid  nor  solid — ^not  even  a  little  cold  water- 
was  retained  in  the  stomach,  and  the  patient's  vitality  was 
sinking  under  the  strain. 

A  consultation  was  now  held  between  Dr.  Thomas  and 
Dr.  Burford,  and,  before  any  measures  for  terminating  the 
pregnancy  were  discussed,  it  was  decided  to  have  the  urine 
examined  by  an  expert  for  acetone  and  diacetic  acid.  A 
sample  was  submitted  to  Dr.  Eastes,  at  the  West  End  Labora- 
tories, and  promptly  came  the  report  that  these  products  were 
present  in  large  quantities. 

The  remedial  course  was  now  clear.  Soditun  bicarbonate, 
30  grains  dissolved  in  a  tiunbler  of  water,  and  a  teaspocmful 
given  every  quarter  hour,  so  that  the  whole  quantity  was  taken 
during  twenty-four  hours,  was  at  once  prfescribed.  The  effect 
was  dramatic.     The  first  night  was  the  best  that  had  been 
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passed  for  some  time.  Within  two  or  three  days  the  sickness 
had  been  reduced  to  once  a  day  only,  and  the  improvement 
continued  until  in  seven  days  all  vomiting  had  entirely  ceased. 
During  this  period  the  sodium  bicarbonate  was  continued  day 
by  day,  the  rule  being  that  it  should  be  g^ven  until  at  least 
three  days  after  the  complete  disappearance  of  all  traces  of 
acetone  and  diacetic  acid  from  the  urine.  This  occurred 
eleven  days  after  the  conmiencement  of  the  treatment  by 
bicarbonate  of  sodium. 

The  vomiting  ceasing,  the  patient  now  rapidly  gained 
strength  and  vigor,  appetite  and  digestion  fully  returned, 
the  ordinary  mixed  dietary  being  taken  with  ease  and  relish. 
She  left  hospital  early  in  January,  1909,  to  all  intents  and 
purposes  absolutely  well. 

The  special  element  in  this  clinical  history  is  that  in  no 
recorded  case  do  we  recall  the  discovery  of  acetone  and  diacetic 
acid  at  so  early  a  stage  in  pregnancy.  Usually  the  vomiting 
that  portends  acetonuria  is  of  the  later  stages  in  gestation,  and 
:t  is  then  that  the  laurels  of  sodium  bicarbonate  for  this  con- 
dition have  been  chiefly  gained.  Our  case  shows  that  its  effect 
is  equally  striking  and  satisfactory  during  the  earlier  as  the 
later  months  of  pregnancy  when  vomiting  and  acetonuria 
co-exist. 

*    *    * 

THE    THERAPY    OF    MENORRHAGIA. 
Second  Paper. 

BY    R.    DEL    MAS,    PH.D.,    M.D. 

Calcareaphos,  the  daughter  of  Calcarea  and  Phosphorus, 
ought  to  be  a  bleeder,  if  she  takes  after  her  parents.  She  is 
not  obese,  like  her  mother ;  she  is  rather  slim  and  tall,  like  her 
father ;  while  she  grew  rapidly,  she  failed  to  build  up  strong. 
While  going  to  school,  she  often  had  headaches  (Nat-m,). 
Her  complexion  is  dark.  Her  offensive  leucorrhea  permeates 
the  room.  She  is  chilly.  On  a  damp,  cold  day,  more  so  in 
the  spring  when  the  snow  melts,  her  joints  ache  (Runtx). 
Her  monther  is  fond  of  hard  boiled  eggs;  her  father  wants 
icy  cold  things,  while  she  craves  ham  rind  (Caust,),  as  much 
as  nat-m.  salt,  and  Mag-c.  meat.  She  is  anemic,  pale,  flabby; 
but  her  abdomen,  although  nodular  (lymph  nodes)  here  and 
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there,  is  sunken;  that  of  her  mother  is  enlarged,  like  an 
inverted  saucer  in  the  epigastric  region.  Whenever  she  thinks 
of  her  troubles  they  are  intensified  {Caust,,  Melon,,  Ox-ac.). 
She  wants  heat,  and  hardly  ever  complains  of  having  too  much 
of  it.  Her  atmosphere  must  be  dry  and  warm.  Her  flow  is 
painful,  dark  and  clotted;  before  it  starts,  her  uterus  aches 
{Calc,  Puis.,  Sep.).  Her  nose  will  frequently  bleed  when 
blowing  It,  and  after  the  bleeding  her  vagina  aches.  It  is 
very  queer.  It  often  occurs  also  that  pains  from  other  parts 
centre  in  the  vagina.  Before  and  during  menses,  she  is  fre- 
quently subject  to  labor-like  pains.  The  prolonged  bleeding 
is  often  due  to  polypi  in  uterus  (Cole,  Phos.,  Tencr.,  Thuja). 
Her  uterus  pulsates;  that  is,  she  feels  it  does  {Bell.,  lac-c., 
mere.)  It  readily  prolapses  during  catamenia  and  urination. 
No  doubt  she  is  "flabby."  Even  her  spine  is  twisted  upon  its 
axis.  She  can  hardly  ever  eat  without  having  colic.  Whenever 
she  applies  herself  mentally,  her  head  (along  the  fontanelles) 
aches  (Calc,  Lye.,  Phos-ac.,  Puis.,  Sil.).  The  bearing-down 
pains  felt  in  the  hypogastrium  are  more  pronotmced  during 
the  flow  than  at  any  other  time  (Puis.,  Sep.).  Somt  have 
compared  her  to  Lilica.  In  fact,  both  are  cold  and  without 
stamina;  but  Ccdcareaphos,  was  never  known  to  be  a  local 
sweater. 

Our  Borax  friend  is  very  readily  startled  or  frightened  by 
the  slightest  noise  or  a  sudden,  sharp  sound  (Lye,  Nat-c., 
Nat-m.,  Nat'ph.).  She  never  can  comb  her  hair  smooth, 
because  it  persistently  tangles.  She  is  chilly,  cannot  bear 
downward  motion.  Her  leucorrhea  is  white,  albuminous, 
starchy  (like  boiled  starch  Nat-m.,  Sabina),  ropy  (Hydr. 
Kalibi.,  Sabina),  or  milky  (Calc,  Puis.,  Sep.);  but  always 
acrid  (Alum.,  Ars.,  Graph.,  Kreos.),  with  a  sensation  as  if 
warm  water  were  running  down  the  leg  (Bov.,  Con.).  She 
is  frequently  seen  brushing  off  her  face,  because  she  feels  as 
though  a  spider  had  drawn  her  web  over  it.  She  is  of  a  very 
excitable  and  changeable  nature.  She  cannot  pin  herself  down 
to  a  work  and  finish  it,  but  she  changes  continually  from  one 
work  to  another.  It  is  a  kind  of  restlessness  caused  by  un- 
satisfaction  of  the  mind.  Caleareaphos.,  like  Quberculinum, 
will  change  from  one  place  to  another,  from  one  servant  to 
another  (and  may  be  from  one  mate  to  another;  is  there  no 
marasmus  in  our  flesh-and-bone  society?) 
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Borax  cannot  get  into  a  swing  or  rocking  chair  and  "make 
it  go"  without  getting  dizzy  and  anxious.  The  anxiety  is 
translated  by  a  sinking  in  the  epigastrium  as  when  one  goes 
suddenly  down  on  an  elevator.  I  have  seen  Borax  women 
who  could  not  stand  the  descending  of  a  hill  on  a  trot.  Very 
funny,  but  true. 

Membranous  dysmenorrhea,  or  exfoliative  metritis,  is  quite 
prominent  in  this  patient  and  excessively  painful,  taking  her 
to  bed  every  time  (Calc,  CycL,  Kalibi),  Something  hot  over 
the  hyjx5gastrium  brings  relief. 

Her  skin  is  unhealthy  and  suppurates  very  easily  (Hep,, 
SiL).  In  her  mouth  we  often  find  sensitive,  readily-bleeding 
aphthae.  Her  face  is  pale,  wilted,  with  an  old-age  appearance. 
Like  all  the  Natrums,  her  nerves  are  strung  to  the  highest 
pitch;  while  meditating,  pondering  or  thinking  at  her  work, 
her  stomach  will  often  be  upset.  In  the  aggravation  from 
noise,  surroundings,  mental  exertion  and  downward  motion 
we  find  the  total  aspect  of  Borax,  Without  that  mental  basis 
no  one  would  think  of  building  her  pathology,  tmless  it  were  a 
Spanish  caste.  All  of  her  nervous  symptoms  disappear  or  are 
much  ameliorated  after  11  p.m. 

Her  flow  is  associated  with  the  most  violent  labor-like  pains. 
It  is  more  pronounced  in  the  morning  (Bov.)  than  at  any 
other  time.  Before  it  starts  she  feels  a  stabbing  pain  from  the 
stomach  to  the  small  of  the  back.  There  is  an  occasional  show 
between  the  periods.  The  leucorrhea  of  Borax  is  said  to 
appear  ten  days  after  menses ;  that  is,  between  their  occurrence 
(Sip.). 

The  China  woman  is  classed  also  among  the  females  having 
copious  menses.  In  that  line  she  is  a  leader.  She  is  a  leader 
also  in  anemia,  sensitiveness,  chilliness,  and  irritability  of  the 
nerves.  Her  nerves  cry  because  they  starve ;  and  they  do  not 
"jump"  like  those  of  Borax,  but  they  are  extremely  sensitive  to 
cold,  touch  and  pain.  China  is  a  shrinker,  like  the  sensitive 
plant,  and  not  because  she  is  ticklish  like  Kalicarb.,  but,  in  the 
image  of  Hepar.,  she  feels  intensely  cold,  touch  and  pain. 
But  hard  pressure  relieves  her,  as  the  sentient  nerves  are  dead- 
ened thereby.  China  is  waxy  and  dropsical,  liable  to  develop 
distant  inflammations  (pneumonia  following  upon  hemor- 
rhage). Flowers,  cooking  food,  tobacco  (Ign,  Ip).,  strong 
odors  irritate  and  aggravate  her.    She  is  "all-in-a-fret."    With 
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her  anemia  we  find  sleeplessness  and  weakness,  plus  jerking, 
tearing  in  the  limbs.  She  drinks  by  sips,  like  Arsenicum,  has 
an  aversion  to  any  kind  of  food,  and  her  stomach  is  flatulent, 
but  belching  relieves  her  not  {Lye. — ^the  reverse  of  Carbo, 
Veg,),  Due  to  improper  digestion  and  liver  disturbances,  she 
very  frequently  has  a  midnight  bilious  diarrhea.  Sometimes 
we  find  her  diarrhea  has  turned  chronic,  aggravated  immediately 
after  eating  at  night,  accompanied  by  flatus,  exhaustion  and 
emaciation.    Her  face  has  a  yellowish  tinge. 

China  is  one  of  our  chronic  bleeders  who  could  never  recuper- 
ate after  the  loss  of  blood.  She  is  so  psoric;  no  wonder. 
At  every  menstrual  period  she  sinks  lower  and  lower.  Her 
womb  prolapses ;  her  ovaries  ache,  her  nerves  get  more  sensi- 
tive, she  grows  weaker  and  chillier.  During  the  flow,  which 
is  black  and  clotted,  she  has  cramps,  labor-like  pains,  may  be 
convulsions,  she  loses  her  sight  (dipi  vision)  and  her  ears 
ring.  At  night  her  body  is  drenched  in  sweats,  staining  the 
linen  yellow  {Carb-an,,  Lack,,  Merc.  Graph.).  The  sweats 
are  cold  and  debilitating.  The  red  straw  of  China  is  the  aggra- 
vation from  touch  and  cold  air,  and  the  amelioration  from 
heat  and  pressure.  During  her  flow  she  is  very  apt  to  faint 
All  over  her  body,  but  especially  in  her  face,  the  veins  are 
prominent.  China  is  known  for  her  constipation  for  a  soft 
stool ;  that  is,  like  Alumnia  and  Psorinum,  she  will  strain  much 
to  pass  a  soft  stool.  As  to  her  diarrheaic  stool,  it  is  painless 
and  spluttering,  and  generally  odorless,  but  exhausting. 

Arsenicum  wishes  also  to  be  lined  up  among  the  menorrhagic 
females.  Her  blood  is  acrid,  painful,  dark.  Very  often  her 
leucorrhea  will  mingle  with  her  menstrual  contribution,  and  be 
acrid  naturally,  but  so  copious  as  to  run  down  the  legs 
{Alum.).  With  any  trouble,  Arsenicum  complains  of  burning 
pains  ameliorated  by  applied  heat  (rev.  of  Apis)  ;  so  the  woman 
says  her  genitals  are  like  live  coals.  They  are  often  swollen 
and  itching.  But  anything  that  leaves  them  in  the  form  of  a 
discharge  is  intensely  hot  and  acrid.  Still  the  patient  is  cold. 
With  chilliness,  we  find  anxiety,  restlessness,  fear  of  death  and 
prostration,  plus  cadaveric  odors.  The  thin  discharge  of 
Arsenicum  smells  putrid.  In  her  thirst  and  her  face  she  looks 
like  China;  and  both  have  a  12  p.m.  aggravation.  Arsenicum 
is  also  very  sensitive  to  pain,  but  shrinks  not  from  touch  like 
China,  although  both  like  to  hug  the  stove.    Arsenicum  craves 
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company  because  she  does  not  want  to  die  alone;  but  China 
prefers  to  be  alone  (Nat-tn.,  Nux,).  They  are  both  sad  and 
irritable.  They  are  too  weak  and  prostrated  to  be  able  to 
laugh.  China  has  the  fatal  tendency  to  dwell  on  past  dis- 
agreeable events  {Benz-ac.,  Nat.m,,  Amb-gr.),  and  be  anxious 
about  the  future  (Calc,  Chin-s,,  Phos,), 

Calcareaphos,  is  to  be  thought  of  in  ailments  following  dis- 
appointed love,  Arsenicum  in  prolonged  diseases,  and  China 
after  loss  of  fluid. 

{To  be  continued,) 

*  *  •!•        ^ 

TRAUMATIC  PERFORATIONS   OF  THE  UTERUS 

INFLICTED  FROM  WITHIN  THE  CAVITY 

OF  THIS  ORGAN. 

BY  AIME  PAUL   HEINECK,    M.D. 

For  practical  considerations,  a  three-fold  division  of  this 
paper  was  deemed  justifiable.  The  first  part  will  be  devoted 
to  a  consideration  of  the  subject  as  a  whole;  the  second  part 
includes  an  analysis  of  all  the  cases  of  uterine  perforation 
consecutive  to  intra-uterine  maneuvres,  published  in  the  En- 
glish, French  and  German  medical  literatures  from  1895  to 
1907  inclusive ;  the  third  will  embody  what  my  clinical  experi- 
ence leads  me  to  consider  safe,  conservative  and  practical 
suggestions  and  conclusions. 

Practitioners  must  not  be  unmindful  of  the  fact  that  rough 
handling  of  the  uterus  exposes  the  patient  to  grave  dangers. 
The  experience  of  noted  and  skilful  surgeons  amply  confirms 
the  statement  that  the  uterus  can  be  and  is  often  perforated 
with  the  most  startling  case. 

Owing  to  the  fact  that  clinicians  are  unwilling,  as  a  rule,  to 
give  publicity  to  such  an  accident  occurring  in  their  practice, 
the  frequency  of  traumatic  perforations  of  the  uterus  cannot 
be  accurately  determined.  Most,  if  not  all,  gynecologists  of 
large  experience  have  met  with  this  accident  not  once,  but 
several  times  in  their  work  (Baldwin).  In  the  records  3172 
consecutive  autopsies  held  between  February,  1898,  to  Feb- 
ruary, 1908,  at  the  Cook  County  Hospital,  Chicago,  not  a 
single  case  of  uterine  perforation  is  reported.  In  all  the  cases 
of  abortion  and  in  all  the  cases  of  pregnancy,  treated  at  the 
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same  institution  during  the  year  1903- 1907,  inclusive,  495 
abortions,  2343  pregnancies,  only  three  perforations  of  the 
uterus  occurred;  2  died  (autopsy  denied);  i,  treated  expect- 
antly, recovered. 

By  diligently  searching  the  medical  literature  (American, 
French,  English  and  German)  from  1895-1907,  inclusive,  I  was 
able  to  collect  only  160  cases  of  perforating  wounds  of  the  uterus 
inflicted  during  the  course  of  intra-uterine  instrumentation. 
Some  additional  cases  ar«  found  in  Rebreyend's  These  (8). 
They  do  not  infirm ;  they  confirm  our  conclusions. 

Uterine  perforations  can  be  classified  into  true  and  false 
perforations. 

True  perforations  may  be  spontaneous;  may  be  consecutive 
to  some  insult  to  the  uterine  tissues.  This  insult  may  be 
thermic,  chemical,  bacterial,  or  traumatic  in  nature  (2  a,b). 
All  perforating  wounds  of  the  uterus  are  true  perforations. 

False  perforations  (3  a,b,  c)  (pseudo-uterine  perforations) 
are  not  perforations  in  fact.  They  constitute  a  condition  in 
which  the  clinician  is  under  the  impression  that  he  has  perfor- 
ated the  uterus  when  in  reality  this  accident  has  not  taken  place. 
Though  pseudo-perforations  are  of  very  infrequent  occurrence, 
it  is  important  that  clinicians  be  cognizant  of  the  nature  of  the 
condition.  A  timely  and  accurate  interpretation  of  its  sympto- 
matology will  save  the  physician  much  anxiety  and  the  patient 
needless  subjection  to  operative  risks.  As  the  failure  to 
recognize  this  condition  has  led  to  serious  mistakes,  we  will 
briefly  discuss  these  pseudo-perforations  and  then  eliminate 
them  from  further  consideration.  In  pseudo-perforations:  i. 
The  uterine  sound  or  other  instrument  may  have  slipped  into 
a  double  uterus  (uterus  didelphys).  4.  It  may  have  entered  a 
uterus  unicornis. 

1.  Baldwin,  J.  B.    Lancet  Clinic,  Cincinnati,  April  4,  1908. 

2.  (a)  CuUcn,  Thos.  S.  Jour,  of  A.  M.  A.,  Chicago,  Vol.  XLVIII, 
p.  1491. 

(&)  Carrigues,  H.  J.    Medical  Record,  New  York,  Vol.  XXII.,  p.  413. 

3.  (a)  Bovis,  Les  Pseudo  perforations.  La  Semaine  M€dicale, 
Paris,  1906,  Vol.  XXVI.,  p.  253. 

(&)  Kossman,  R.  Allgeniain  Gynaek.,  Berlin,  1903,  pp.  315,  429; 
also  Muench.  Med.  Wochens.,  1900,  March  6. 

.(c)  Van  Tussenbroek,  Catherine.  Ccntralblatt  fucr  Gynaek.,  I905» 
p.  1054. 

(</)  Asch,  Robert.  Die  Erschlaffung  des  night  schwangeren  Uterus. 
Central,  fucr  Gynaek.,  1905,  p.  1250. 

4.  Blondel.  Un  cas  d'utenis  bi-partitus  ayant  donnfi  illusion  d'une 
perforation  an  cours  d*un  curettage.  Annalcs  de  Gynecologic,  1898, 
Vol.  L.,  p.  157. 
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fc.  The  instrument  may  have  slipped  into  the  dilated  uterine 
end  of  a  fallopian  tube  (5  d,  e)  (very  rare)  or  into  the  bicor- 
nuate  uterus.  Watkins  (5  B)  after  opening  the  abdomen 
found  that  what  he  had  diagnosed  the  passage  of  the  curette 
into  the  peritoneal  cavity  was  passage  of  the  curette  into 
the  fallopian  tube.  In  Hind's  (5  C)  case,  the  uterine  sound 
was  introduced  before  incising  the  abdominal  wall;  after 
opening  the  abdominal  cavity,  it  was  seen  that  the  sound  had 
threaded  the  whole  length  of  the  fallopian  tube.  It  was 
presenting  at  the  abdominal  orifice  of  the  tube.  In  Flock- 
inger's  case  (5  A)  laparotomy  showed  that  the  uterine  sound 
was  in  the  oviduct.  In  Thorn's  case  (5  D)  one  uterus  was 
myomatous,  the  other  was  latero-flexed  and  latero-verted.  In 
the  case  of  myoma  of  the  uterus,  the  urine  sound  was  intro- 
duced 14  cm.  Suddenly  there  was  a  lack  of  resistance.  Hasty 
removal  of  the  sound.  On  opening  the  abdomen  it  was  found 
that  the  sound  had  penetrated  for  a  distance  of  3  cm.  into  the 
fallopian  tube.  Ahlfeld  (5E)  also  reports  a  case  in  which 
after  laparotomy,  it  was  seen  that  the  left  oviduct  had  been 
entered  by  a  sound.  Nevertheless,  this  occurrence,  the  intro- 
duction, by  way  of  the  uterus,  of  any  instrument  into  the 
fallopian  tubes,  is  very  infrequent,  so  infrequent  that  its 
possibility  has  been  denied  by  competent  observers,  because : 

1st.  Under  natural  conditions,  the  lumen  of  the  uterine 
end  of  the  oviduct  is  so  small  that  it  is  only  with  difficulty 
that  one  can  introduce  a  bristle  into  it. 

2d.  Under  normal  conditions  the  broad  ligaments  and  also 
the  ovarian  ligaments  maintain  the  fallopian  tubes  in  a  trans- 
verse position  in  the  pelvis. 

Lawson  Tait  was  never  able  on  the  cadaver  to  sound  the 
tubes  through  the  uterus.  He  maintains  that  under  normal 
conditions  it  is  impossible  to  introduce  by  the  way  of  the 
uterine  canal  an  instrument  into  the  normal  fallopian  tubes. 
Catheterization  of  the  tubes  is  more  liable  to  occur  in  the  pres- 
ence of  such  pathological  conditions,  as  uterine  latero-versions 

5.     (a)  Flocddnger,  F.  C.    Ein  positivcr  Fall  von  Sondierung  der 
Fallopischen  Tubcn.    Centralblatt  fuer  Gynaek.,  Leipzig,  Aug.  27,  1898. 
{b)  Watkins.    Ara.  Jour,  of  Obst,  1905,  Vol.  LI.,  p.  217. 

(c)  Hind,  G  W.  On  passage  of  the  uterine  sound  into  a  Fallopian 
tube.    Brit.  Med.  Jour.,  London,  18$^,  Vol.  XL,  p.  1489. 

(d)  Thorn.  Tuben  Sondiening  and  Uterus  Perforation,  Centralb. 
flier  Gynaek.,  1904,  Vol.  XXVIIL,  p.  1072. 

{e)  Ahlfeld,  F.    Centralblatt  fuer  Gynaek,  Bonn,  1902,  p.  1072. 
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and   latero-flexions,   after    interstitial   gravidity   after   haema 
tometra,  etc.,  etc. 

3d.  The  instrument  may  have  slipped  into  a  small  cavity, 
which  has  developed  in  the  interior  of  a  uterine  fibro-myoma. 

4th.  The  sudden  ballooning  or  relaxation  (3  A,  B,  C,  D)  of 
the  uterus  may  also  convey  to  the  operator  the  impression 
that  he  has  perforated  the  uterine  wall.  There  is  such  a 
condition  as  atony  of  the  uterus.  The  fact  that  at  all  periods 
of  sexual  life,  the  uterus  has  the  property  of  alternate  con- 
tractions and  relaxations,  is  regarded  as  proven  by  all  physi- 
ologists. Contraction  and  relaxation  are  properties  inherent 
to  all  muscular  tissues,  and  the  uterine  muscularis  is  not  an 
exception  to  the  general  rule.  Keiffer's  experiments,  bimanual 
examinations,  etc.,  point  to  more  or  less  periodic  variations 
in  the  tone  of  the  myometrium. 

During  the  curettage  one  often  notices  a  uterine  lengthening 
of  T,  2  or  3  cm.  It  is  no  longer  claimed,  just  because  the 
curette  in  these  cases  is  not  kept  in  constant  contact  with  the 
uterine  wall,  that  these  uterine  lengthenings  are  instances  of 
perforations  of  the  uterus.  They  are  evidences  of  uterine 
relaxation.  The  system  of  uterine  blood  vessels  is  adapted 
to  expansions  and  contractions.  R.  De  Be  vis  (3  A)  in  La 
Semaine  Medicate,  Paris,  1906,  vol.  26,  p.  253,  has  an  excellent 
and  exhaustive  article  on  pseudo-perforations  of  the  uterus. 

Though  this  condition,  pseudo-perforation,  is  infrequent* 
its  existence  can  no  longer  be  denied.  In  Craig's  case  (6)  the 
operator  supposing  that  he  had  perforated  the  uterus,  opened 
the  abdomen,  he  then  found  the  uterus  to  be  uninjured  abso- 
lutely. In  the  case  reported  by  N.  Gheorghiu  (7)  the  removed 
uterus  showed  no  trace  of  perforation.  Kossman  (3  B)  bears 
witness  to  similar  facts. 

Perforating  wounds  of  the  uterus,  especially  during  preg- 
nancy, can  be  inflicted  from  above  (8),  can  occur  during  the 
course  of  laparotomy,  can  be  associated  with  penetrating 
wounds  (gun  shot  woimds,  stab  wounds  and  similar  injuries) 
of  the  abdominal  wall,  of  the  gluteal  (9)  and  other  regions, 

6.  Craig,  Dan.  H.    New  York  Med.  Jour.,  1904,  March  19. 

7.  Gheorghiu,  I.    Th€se  de  Paris,  1900,  p.  43. 

8.  Rcbreyend.  Les  perforations  chirurgicales  de  I'uterus,  en  dehors 
de  rhysterometrie  et  du  curettage.  Revue  de  Gyn^cologie,  Paris,  1901, 
Vol.  v.,  p.  203. 

9.  Guelliot.  Coup  de  couteauayant  pen^tre  k  travers  Techancrure 
sriatique  iusqua  I'urtrus  gravidc  et  jusqu  an  foetus.    BuUetinct  Mto. 
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and  can  occur  during  the  course  of  delivery.  Wounds  so 
inflicted,  though  they  extend  through  the  entire  thickness  of  the 
uterine  wall,  demand,  owing  to  their  method  of  infliction,  to 
their  almost  invariable  association  with  serious  visceral  or  other 
injuries,  should  be  considered  separately  from  the  perforating 
wounds  of  the  uterus  that  form  the  subject  matter  of  this 
paper. 

We  will  consider  in  this  article  only  such  perforating  wounds 
of  the  uterus  as  are  due  to  violence,  inflicted  from  within  the 
uterine  canal,  that  is,  only  such  perforating  wounds  in  which 
the  vulnerating  agent  has  either  been  introduced  through  or 
has  traversed  the  uterine  cervical  canal,  before  perforating 
the  uterine  wall.  The  element  of  trauma  is  essential,  is  indis- 
pensable to  the  accurate  conception  of  these  perforations. 

In  the  course  of  intra-uterine  instrumentations,  diseased  and 
healthy  (10)  uteri  (cases  A,  B,  C,  D,  E,  F,  etc.)  have  been 
perforated  and  most  disastrous  results  have  ensued.  Wounds 
of  the  uterus,  like  wounds  of  other  organs  or  tissues,  are 
solutions  of  continuity  of  tissue.  They  are  always  of  sudden 
occurrence  and  are  always  due  to  the  direct  application  of 
mechanical  violence. 

To  avoid  misunderstanding,  a  distinction  must  be  made 
between  penetrating  and  perforating  wounds  of  the  uterus. 
The  former  only  enter  the  uterine  wall,  the  latter,  traverse  its 
entire  thickness.  Therefore,  the  distinctive  characteristic  of 
perforating  wounds  of  the  uterus  is  that  they  involve  the 
entire  thickness  of  the  uterine  wall.  All  the  coats,  or  rather 
layers  of  the  wall  of  the  uterus  are  interested,  the  mucosa, 
the  muscularis,  and  the  serosa  (in  those  portions  of  tlie  uterus 
that  are  covered  by  the  peritoneum). 

The  uterine  perforations  discussed  in  this  article  were  always 
consecutive  to  some  intra-uterine  maneuver  and  always  imme- 
diately so.     In  this  class  of  uterine  wounds,  the  vulnerating 

10.  (a)  Browd,  R  E.  Med.  Record,  N.  Y.,  1905,  Vol.  LXVII,  p.  131. 
de  la  Society  de  Chirurgie  de  Paris,  1896,  n.s.  XII.,  p.  337. 

(b)  McCrae,  Donald.  Western  Surgical  and  Gynecological  Trans- 
actions, 1903,  p.  57. 

(c)  Patru.    Revue  MM  de  la  Suisse  Romande,  March  4,  1896. 

(d)  Hall,  Rufus  B.    Am.  Jr.  of  Cybstetrics,  1906,  Vol.  LIV.,  p.  640. 

(e)  Thorn.    Centralblatt  fuer  Gynaek.,  1904,  Vol.  XXVIIL,  p.  1072. 
if)  Talmey,   B.   S.     New   York   State  Journal  of  Medicine,   1907, 

Vol.  VII.,  p.  319. 
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agent  established  a  direct  communication  between  the  uterine 
and  the  adjacent  cavity;  the  peritoneal  cavity  (ii)  most 
always,  rarely  the  vaginal  (12,  cases  A,  B,  C),  or  the  vesical 
cavity  (13,  case  A)  ;  still  more  infrequently,  the  lumen  or  the 
gut.  In  other  cases,  the  perforating  instrument,  after  having 
been  pierced  completely  through  a  portion  of  the  uterine  wall 
not  covered  with  peritoneum,  enters  the  peri-uterine  connective 
tissues,  penetrating  between  the  folds  of  the  broad  ligaments 
(parametrum)  (14,  cases  A,  B,  C).  If  the  violence  still  con- 
tinues to  act,  the  vulnerating  instrument  may  perforate  one 
or  both  layers  of  this  ligament  and  thereby  also  enter  the 
peritoneal  cavity  (15,  cases  a,  b).  The  perforating  instrument 
may  enter  the  vesico-uterine  space  (16),  may  enter  and  lodge 
in  the  space  of  Retzius  (17),  or  may  enter  and  lodge  in  the 
Douglas  cul-de-sac  (18). 

Traumatic  perforations  can  involve  any  portion  of  the  uterine 
wall.  In  my  two  cases  (19),  the  perforation,  as  is  usual, 
as  is  almost  always  the  case,  involved  the  posterior  wall;  in 
Van  Ripper's  case  (11),  the  rent  was  in  the  anterior  wall; 
it  extended  from  the  fundus  uteri  to  near  the  vaginal  vault 
Harris'  and  Whitney's  case  (20,  21)  the  anterior  wall  showed 
a  transverse  rent,  about  i  and  1.2  inches  in  the  perforation 
was  filled  with  omentum.  In  case  14  b,  the  perforation  was 
situated  at  the  anterior  and  left  lateral  surfaces  of  the  supra- 
vaginal portion  of  the  cervix.  In  case  22,  the  perforation  was 
also  on  the  anterior  wall. 


11.  Van  Riper,  C.  S.    Med.  News,  1896,  Vol.  LXIX,  p.  20s 

12.  (a)  Jeanne.    La  Gyn6col.  Par.,  1904,  Vol.  IX.,  p.  276. 

(6)  Le  Masson.     Ann.  de  Gyn§c.,  Paris,  igo6.  Vol.  CXI.,  2d  ser., 
P  406. 

(c)  Knntsch.    Zentralblatt  fucr  Gynaek.,  1907,  p.  1590. 

13.  Dr.  Effie  Lobdell.    Am.  Jour.  Obstet.,  1905,  Vol.  512,  p.  127. 

14.  (a)  Patru.    Rev.  M€d.  de  la  Swisse  Romande,  March  4,  i8o(S. 
(6)  Hivet.     Bull  et  m6m.  de  la  Soc  d'Obst^.  et  de  Gynecol,  de 

Paris,  18^,  p,  75. 
(c)  Kuntsch.    Zenteralblatt  fuer  Gynaek.,  1907,  p.  1590. 

15.  (a)  Kelly,  H.  A     Operative  Gynecol.,  N.  Y.,  1901,  p.  482. 
(&)  Andrews,  F.T.    Am.  Jour.  Obst,  1903,  Vol.  si»  P-  ^^7^ 

16.  Ludwig.     Ccntralblatt  fuer  Gynaek.,  1907,  p.  1482. 

17.  Treub.    Ccntralblatt  fuer  Gynaek.,  1906,  No.  28,  Vol.  XXX.,  p.  802. 

18.  Thorn.    Ccntralblatt  fuer  Gynaek.,  1904,  Vol.  28,  p.  1072. 

19.  Heineck,  A.  P.    Surg.  Gynec.  &  Obst,  Chicago,  1908. 

20.  Francis  A.  Harris  and  W.  S.  Whitney.    Boston  Med.  &  Surg. 
Jour.,  1906,  Vol.  CLV,  p.  7399- 

21.  Hall,  Rufus  D.    Amer.  Jour.  Obst.,  1906,  Vol.  LIV,  p.  64a 

22.  Brothers,  A.    Amer.  Gynec,  New  York,  1903,  Vol.  11,  p.  323- 
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The  perforation  may  be  in  the  cervix  uteri  as  cases  23,  12  a, 
b,  c ;  may  be  in  the  corpus  uteri  or  may  involve  both ;  may  be 
single,  may  be  multiple  (they  are  most  usually  single)  ;  may 
be  small,  may  be  large,  as  in  case  24,  in  which  the  midwife 
produced  a  uterine  rent  20  cm.  IcMig.  In  UUmann's  case  (25), 
there  were  two  perforations.  In  Schenk's  case  (26),  there 
were  three.  In  Werelius'  case  (27),  the  uterus  contained 
seven  punctures.  The  perforation  may  be  barely  visible;  in 
one  of  my  cases,  merely  a  subperitoneal  ecchymosis  was 
present ;  may  be  large  enough  to  permit  the  escape  of  a  large 
portion  of  the  omentum  and  of  the  intestines  through  the 
rent,  as  in  Hessert's  case  (28),  in  which  four  feet  of  gut  had 
been  pulled  through  the  uterine  rent;  as  in  Holmes'  case  (29), 
in  which  intestines  were  found  between  the  woman's  legs ;  as 
in  Condon's  case  (30),  in  which  the  operator,  after  pulling 
out  40J4  cm.  of  intestines  into  the  vagina,  twisted  them  oflE. 
As  in  Davis'  case  (Sg),  during  the  course  of  intra-uterine 
maneuvers,  the  anterior  wall  of  the  uterus  was  perforated  and 
the  intestines  damaged  to  such  an  extent  that  over  fifteen  feet 
had  to  be  removed.  In  case  31,  the  operator  kept  pulling  on 
intestines  until  he  had  drawn  out  six  feet  of  bowel,  which  he 
cut  oft'.  This  case  terminated  fatally.  All  the  other  cases 
mentioned  above  recovered.  The  perforation  may  be  large 
enough  to  allow  the  escape  of  the  fetal  head  into  the  peritoneal 
cavity,  as  in  Whitney's  case  (20).  In  Tait's  case  (33),  nine 
months  after  the  date  of  infliction  of  the  perforation,  the  track 
of  the  curette  could  still  be  seen.  The  size  and  shape  of  the 
opening  are  to  some  extent  dependent  upon  the  size  and  shape 
of  the  vulnerating  instrument. 

23.  Caruso.    Ccntralblatt  fuer  Gynaek. 

24.  Perl.  Ccntralblatt  fuer  Gynaek.,  1904,  No.  50,  Vol.  XXVIII., 
p.  1568. 

25.  Ullraan.  Rev.  de  Gyn§c.  et  dc  Chir.  Abdom.,  Paris,  1903,  Vol 
VII.,  p.  1083. 

26.  (a)  Schultze-Vellinghausen.    Centralbl.  fuer  Gynaek.,  1902,  p.  725. 
(&)  Schenck,  F.    Mucnch.  Med.  Wochens.,  No.  XXII.,  1901,  p.  88& 

27.  Alex.  Werelius.    Jour.  Am.  Med.  Assn.,  1907,  Vol.  XLVIII.,  p.  945. 
^.    Hessert    Am.  Jour.  Obstet,  1905,  Vol.  51,  p.  26. 

29.  Holmes,  Rudolph  W.    Am.  Jour.  Obstet.,  1905,  Vol.  51,  p.  127. 

30.  Congdon,  C.  E.    Am.  Jour.  Obstet,  1906,  Vol.  LIV.,  p.  618. 

31.  Mann,  Matthew  D.  Am.  Jour.  Obst.,  N.  Y.,  1895,  Vol.  XXXI., 
p.  605. 

32.  Broiiardel.    UAvortcm€nt,  Paris,  1901,  p.  344. 

33.  Tait,  Lawson.    Lancet.  London,  1895,  Vol.  2,  p.  326. 
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The  perforation  may  lead  to  the  formation  of  permanent 
abnormal  channels  of  communication  between  the  uterine  and 
an  adjacent  cavity,  as  in  Dr.  Lobdell's  case  (13),  in  which  the 
perforation  of  the  uterus  took  place  directly  into  the  bladder 
and  a  permanent  vesico-uterine  fistula  resulted;  may  lead  to 
the  permanent  prolapse  of  a  portion  of  the  omentum  into  the 
uterine  cavity  (cases  34  a  and  b).  Usually,  after  the  infliction 
of  the  injury,  the  vulnerating  agent  is  removed.  In  some  of 
the  reported  cases,  exceptional  cases,  I  admit,  it  was  abandoned 
in  place,  and  was  either  expelled  per  vaginam  or  eliminated  by 
the  aid  of  slowly  ulcerative,  suppurative  or  other  pathological 
process  through  newly  created  avenues.  The  perforating  body 
may  be  eliminated  through  the  rupture  of  a  near  or  distant 
abscess  or  may  be  removed  at  an  operation  (cases  35,  14  a), 
or  at  autopsy,  case  36.  In  one  of  Treub's  cases  (17),  the 
bougie  was  imbedded  in  a  retrouterine  abscess.  In  his  other 
case  (17),  he  removed  by  an  incision  the  perforating  catheter 
from  the  space  of  Retzius.  In  Johnson's  case  (37),  the  patient 
was  laparotomizcd  and  the  bougie,  cause  of  the  perforation, 
was  found  to  be  almost  entirely  folded  in  and  covered  by 
the  omentum,  an  evidence  of  the  effort  of  nature  to  repair 
the  damage  and  to  prevent  injury  of  the  abdominal  viscera. 
In  Thorn's  case  (18),  the  perforating  bougie,  after  the 
patient  had  been  laparotomizcd,  was  found  lying  obliquely  in 
Douglas'  cul-de-sac.  In  Talmey's  case  (lof),  the  perforating 
bougie  was  found  lying  in  front  of  the  proximal  edge  of  the 
right  kidney.  In  Bullard's  case  (38),  the  crochet  hook  was 
discharged  through  the  anterior  abdominal  wall.  It  did  not 
interfere  with  the  continuance  of  gestation.  In  Perl's  case 
(24),  the  needle  or  trocar  that  had  perforated  the  uterus  was 
removed,  sometime  after,  from  an  abscess  in  the  right  inguinal 
region,  where  it  had  become  encysted  after  its  passage  through 
the  uterine  wall.  In  Fairchild's  case  (39),  at  laparotomy, 
the  hairpin  was  found  high  up  in  the  abdominal  cavity,  near 

34.  Kuestner  (a  &  b).  Monat  fucr  Geburt  und  Gynaek.,  Berlin, 
1903,  Vol.  18,  Heft  2,  p.  246.  Einhcilen  von  Netzpartien  in  die  Uteru- 
shoehle  nach  perforation  mit  dcr  Curette. 

35.  Braun,  Fernwald.  Centralb.  fuer  Gynaek.,  1904,  VoL  28,  p.  iog6, 
Zur  instnimentellen  Beendi^ng  des  Abortus. 

36.  Cullen,  T.  S.    Johns  Hopkins  Hosp.  Reports,  1897,  Vol.  VI. 

37.  Johnson,  Jos.  Taber.    Am.  Jour.  Obstet.,  1902,  Vol.  XLV.,  p.  453. 

38.  Bullard,  M.    West  Surg.  &  Gyn.  Trans.,  Chicago,  1003,  p.  60. 

39.  Fairchild.    Jour.  Amer.  Med.  Assn.,  1904,  Vol.  XLIl.,  p.  944. 
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the  diaphragm.  In  Patru's  case  (14  a),  the  perforating 
catheter  was  found  imbedded  in  an  abscess  palpable  through 
the  anterior  rectal  wall.  By  means  of  an  incision  made  in  the 
anterior  rectal  wall,  all  the  pus  was  evacuated  and  the  bougie 
removed.  In  Marchand's  case  (40),  a  Hcgar's  metallic  dilat- 
ing bougie  No,  XII.  perforated  the  uterus  and  was  abandoned 
in  the  patient's  body.  After  about  a  year  of  invalidism,  she 
was  laparotomized,  and  the  sound  was  found  between  two 
folds  of  mesentery.    It  was  removed ;  recovery  ensued. 

Any  instrument  that  can  be  used  or  misused  in  the  uterine 
cavity  is  capable  of  perforating  the  uterine  wall.  All  forms 
ol  uterine  sounds,  of  uterine  dilators,  or  curettes  (the  St.  Cyr 
augur,  41  a  and  b,  curette  included)  can  be  incriminated. 
In  the  case  No.  41  b,  thirty-one  inches  of  gut  had  been  torn 
away  by  the  augur  curette.  In  the  casees  reported  during 
the  last  ten  years,  it  is  stated  in  unmistakable  terms,  that  the 
vulnerating  instrument  was : 

1.  Uterine  douche  tube,  irrigator,  catheter.  12  cases 

2.  Uterine  bougie,  uterine  sound 17  cases 

3.  Uterine  dilators 31  cases 

4.  Uterine   curette 44  cases 

5.  Miscellaneous   agents 50  cases 

In  other  cases  the  offending  agent  is  either  not  stated  or 
happened  to  be  either  a  probe  (case  38),  a  wire  (case  39), 
a  meat  skewer  (case  15  b),  an  electrode  (case  18). 

Perforating  wounds  of  the  uterus  are  always  of  accidental 
occurrence.  Nowadays,  they  are  never  intentionally  inflicted. 
They  have  occurred  in  the  hands  of  the  most  dexterous,  of  the 
most  clever  operators.  The  accident  has  occurred  to  Lawson 
Tait  (case  33).  Auvard,  Paris  (42),  had  one  perforation  in 
270  uterine  curettements.  It  cannot  always  be  stated  that 
they  are  due  to  ignorance,  to  incompetence,  to  carelessness. 
But  it  can  be  said  that  in  the  hands  of  a  novice,  in  the  hands 
of  the  careless,  in  the  hands  of  the  surgically  unclean,  all 
intra-uterine  instruments  are  dangerous.  It  can  also  be  stated 
that  in  most  cases  in  which  death  has  followed  uterine  per- 

40.  Marchand.  Bull,  et  M&n.  de  la  Soc,  de  Qiir.,  Paris,  1897,  Vol. 
XXIII.,  p.  535. 

41.  (o)  Schultz,  N.  H.    Med.  Brief,  St.  Louis,  1904,  Vol.  XXXIT., 

r.  518. 

(6)  Walker,  Edwin.    Am.  Jour.  Obst,  1906,  Vol.  54,  p.  639. 

42.  Auvard.  Arch,  de  Tocologie  et  de  Gyn§col.,  Paris,  1894,  VoL 
XXL,  p.  581. 
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foration,  the  perforation  instrument  had  been  introduced  io9 
criminal  purposes.  In  twenty-six  of  the  cases  analyzed  in 
the  preparation  of  this  article,  the  perforating  instrument  was 
introduced  to  end  an  undesired  pregnancy.  In  some  of  the 
fatal  cases  where  the  perforating  instrument  was  not  intro- 
duced for  criminal  purposes,  it  had  been  guided  by  unclean 
hands. 

In  1873,  L.  E.  Dupuy  (43)  said:  "I  have  found  reported 
seventeen  cases  in  which  the  uterine  wall  has  been  perforated 
from  within.  In  some  of  these  cases  the  uterus  had  been 
perforated  at  more  than  one  point.  All  these  patients  made 
uneventful  recoveries,  in  none  were  any  measures  taken  either 
before  or  after  the  accident  to  prevent  the  development  of 
complications." 

In  1878,  Carle  Liebman  (44),  in  reporting  two  cases  of 
uterine  perforations,  treated  expectantly  and  terminating  in 
recovery,  reviewed  the  subject  quite  exhaustively.  In  his 
article,  Liebman  makes  the  following  statement:  "In  not 
one  of  the  cases  reported  in  the  medical  literature,  and  they 
exceed  thirty  in  number,  was  the  perforation  of  the  uterine 
wall  followed  by  alarming  symptoms."  Liebman  compares  the 
accident  to  paracentesis,  to  exploratory  punctures  of  organs, 
procedures  which  are  generally  considered  harmless. 

Lemoir  (45)  says:  "These  perforations  have  proved  inter- 
esting to  us,  not  only  on  account  of  their  frequency,  but  also 
on  accomit  of  their  innocuousness." 

Lawson  Tait  (33)  had  never  seen  any  ill  results  follow 
perforations  of  the  uterus  by  a  uterine  sound.  In  not  one  of 
the  reported  cases  in  which  the  perforating  instrument  was  a 
sound  did  death  occur.  The  sound  is  a  much  less  dangerous 
instrument  than  the  curette.  It  makes  a  smooth  hole,  while 
that  made  by  the  curette  is  apt  to  be  ragged.  The  afore- 
mentioned authors  conclude  from  their  study  of  the  literature 
and  from  their  personal  experience  that  perforated  wounds  of 
the  uterus  are  relatively  benign,  are  unattended  with  danger. 
Their  opinion  is  erroneous  and  is  completely  disproved  by  the 
study  of  the  literature  of  the  subject  that  has  been  published 
during  the  last  twelve  years. 

43.  Dupuy.  De  la  perforation  des  parois  utirines  par  rhysterom^tre. 
Prog.  Med.,  Paris,  1873,  PP.  lOp.  £34,  171,  195- 

44.  Liebman,  Oirlo.    Arch,  dc  Tocologie,  Paris,  1878,  Vol.  p.  740. 

45.  Lenoir,  Oliver.  Les  perforations  ut^rines  dans  les  op6ration8 
practiquccs  par  la  voie  vaginale.    Th^sc  de  Paris,  1898. 
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The  dangers  of  perforating  wounds  of  the  uterus  are  mani- 
fold. Independent  of  the  danger  of  shock,  there  is  the  danger 
of  hemorrhage  into  the  pelvic  and  general  peritoneal  cavities, 
into  the  pelvic  connective  tissues,  of  injuries  to  the  peritoneum, 
of  injuries  of  the  intra-abdominal  organs,  etc.  In  twenty- 
three  of  the  fatal  cases,  it  is  definitely  stated  that  a  diflfuse 
suppurative  peritonitis  was  present.  There  is  danger  of 
traumatizing  the  omentum,  of  traumatizing  the  intestines.  In 
thirty-five  cases  it  is  stated  that  positive  injury  was  inflicted 
to  the  intestines  or  to  the  omentum.  Any  of  these  dangers 
can  prove  fatal.  In  Donald  McCrea's  case  (10  b),  the  patient 
bled  to  death.  She  died  three  hours  after  the  infliction  of  the 
perforation.  The  uterus,  in  this  case,  showed  practically  no 
pathology.  Several  months  before,  patient  had  had  a  mis- 
carriage. At  the  time  of  the  perforation,  twenty-eight  inches 
of  intestines  were  pulled  out  through  the  perforation  and 
twisted  oflf  by  actual  force.  Shock,  hemorrhage,  visceral  in- 
juries and  infection  may  be  associated  in  the  same  individual 
case.  If  a  larger  tear  has  been  made  in  the  uterus,  there  is 
danger  of  a  loop  of  intestines  or  of  a  part  of  the  omentum 
slipping  into  the  rent  and  becoming  strangulated  (cases  11, 
20).  The  gut  may  only  be  incarcerated,  not  strangulated  in 
the  rent  (case  46).  In  Kustner's  cases  (34  a  and  b),  the 
omentum  escaped  into  the  uterine  cavity.  Following  these  two 
(Kustner's)  unrecognized  cases,  prolonged  and  irregular  uter- 
ine bleeding  occurred.  Eventually  vaginal  hysterectomy  was 
done  in  both  cases,  and  on  section,  each  uterus  was  found  to 
contain  grape-like  pieces  of  omentum.  In  Hartman's  (91) 
case  there  was  a  prolapse  of  the  mucous  coats  of  the  sigmoid 
colon  through  the  uterine  perforation.  The  omentum  may 
plug  the  uterine  perforation  (21,  47).  In  cases  of  perforation 
of  the  posterior  wall  of  the  uterus,  near  the  fundus,  if  the 
omentum  hangs  low  into  the  pelvic  cavity,  it  is  very  liable 
to  beccMne  entangled  in  the  curette  and  drawn  through  the 
perforation  into  the  uterine  cavity,  even  into  the  vagina.  If 
the  patient  recover  from  the  perforation  the  site  of  the  cicatrix, 
apparently,  does  not  interfere  with  the  subsequent  development 
of  pregnancy,  as  evidenced  by  cases  22,  27,  28,  47,  48,  49  and 
50.  In  one  case  (27),  though  the  uterus  had  been  perforated 
at  seven  different  places,  patient  subsequently  became  pregnant 

46.    Frederick,  C.  C.    Am.  Jour.  Obst,  1901,  Vol.  44,  P.  684. 
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and  was  delivered  of  a  living  child.  In  one  case  (47),  the  site 
of  perforation  was  sought  at  the  time  of  delivery  in  a  subs^ 
quent  pregnancy.  No  trace  of  it  could  be  found.  Hunck's 
case  (51)  is  the  only  case  reported,  in  which  the  perforation  is 
said  to  have  enlarged  at  a  subsequent  pregnancy  and  to  have 
complicated  delivery. 

How  can  the  frequency  of  these  perforations  be  lessened? 
How  can  the  morbidity  and  the  mortality,  incident  to  their 
occurrence,  be  lessened?  ' 

a.  By  the  non-employment  of  inappropriate  or  defective 
instruments. 

b.  By  never  entering  the  uterine  cavity  in  the  absence  of 
indications. 

c.  By  never  entering  the  cavity  of  the  uterus  in  the  presence 
of  contra-indications,  such  as  pus  in  the  tubes,  the  ovaries  or 
around  the  uterus.  In  acute  gonorrheal  endometritis,  in  acute 
septic  endometritis,  etc.  The  existence  of  an  extra-uterine 
pregnancy  is  a  contra-indication  to  curettage. 

d.  By  perfecting  our  surgical  technique. 

e.  By  familiarizing  ourselves  with  the  conditions  that  pre- 
dispose to  the  occurrence  of  uterine  perforation.  For  instance, 
in  removing  pedunculated  uterine  submucous  fibroids,  the 
peritoneal  cavity  is  liable  to  be  opened,  as  in  cases  46,  52  and  53- 
and  b. 

In  a  few  words,  by  keeping  in  mind  in  connection  with 
intra-uterine  work  that  there  are  dangerous  instruments,  dan- 
gerous uteri,  dangerous  maneuvers. 

The  use  in  the  uterus  by  inexperienced  hands  of  placental 
forceps  is  always  dangerous.  It  is  needless,  as  the  finger  can 
do  more  effective  work.  Even  the  finger  has  difficulty  at  times 
in  differentiating  between  placental  tissue,  blood  clot  and 
intestines.  The  uterine  sound  or  hysterometer  is  an  instrument 
of  very  little  usefulness.    In  most  cases  the  size,  mobility  and 


47-    Morlet.  Andre.     These,   Paris,   1905.     Perforations  dc  Tutfirus 
puerperal  post  partum  et  post  abortum. 

48.  Dudley,  A.   Palmer.     Trans.  Am.  Gynecol.   Soc,  Phila.,  1905. 
Vol.  XXX.,  p.  22. 

49.  Roberts,  Hubert.     Lancet,  London,  1896,,  Vol  11,  p.  1784- 

50.  Grimstead.     St.  Louis,  Clinique,  1907,  Vol  XX.,  p.  39. 

51.  Hoenck,  B.    Muench.  Med.  Wochcnschrift,  1904,  p,  88. 

52.  Machenrodt.    Zeilschrift  f.  Geburt  and  Gynaek.,  1896,  April  24. 

53.  Merklen.    Prosper,  et  Jacomet.  A  .  Bull,  de  la  Soc.  Anat  dc 
Paris,  1898,  Vol.  XIL,  p.  181. 
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position  of  the  uterus  can  be  better  and  more  safely  determined 
by  bimanual  vagina  abdominal  examination.  Laminaria  tents 
should  be  always  as  long  as  the  uterus,  otherwise  the  lower 
end  ot  the  laminaria,  instead  of  projecting  a  little  below  the 
external  os,  is  liable  to  slip  into  the  uterine  cavity.  Should 
then  the  long  axis  of  the  laminaria  not  remain  exactly  in  that 
of  the  uterine  cavity,  the  lower  end  of  the  tent  becomes  impinged 
against  the  uterine  wall.  The  uterine  contractions  may  drive 
that  end  partly  or  entirely  through  the  uterine  wall.  The 
use  of  laminaria  tents  produces  a  more  gradual  dilation  of 
the  cervical  canal.  This  is  an  advantage  which,  in  our  opinion, 
is  counterbalanced  by  the  fact  that  the  patient  has  sixteen  or 
twenty-four  hours  of  pain.  We  believe  that  tupelo  tents  can 
with  advantage  be  banished  from  the  gynecologist's  armamen- 
tarium. The  danger  of  infection  from  the  use  of  tents  is 
great  (Dudley,  Chicago;  Kelly,  Baltimore). 

The  three-bladed  steel  dilator  is  considered  dangerous.  It 
has  been  nicknamed  "the  perforating  dilator"  (case  54).  Its 
use  is  to  be  discouraged.  Hegar's  graduated  metallic  dilating 
bougies  are  serviceable  instruments.  They  should  not  be  intro- 
duced much  beyond  the  external  os.  Their  functipn  is  to 
dilate  the  cavity  of  the  cervix  uteri,  not  that  of  the  corpus 
uteri.  It  would  be  advisable  that  they  be  marked  oflf  in 
centimeters,  so  that  the  operator  would  know  at  all  times 
how  deeply  they  are  introduced.  Whenever  the  fundus  uteri 
is  perforated  by  a  Hegar  dilator,  the  operator  is  to  blame. 

As  to  uterine  curettes,  there  does  not  seem  to  be  any 
pattern  which  cannot,  suitable  conditions  being  present,  deter- 
mine a  perforation  of  the  uterus.  The  blunt  and  the  sharp, 
the  fenestrated  and  the  non-fenestrated,  the  even-margined 
and  the  sinuous  margined  curettes  are  each  reported  as  having 
perforated  the  uterine  wall.  It  is  better  to  use  a  curette,  the 
shank  of  which  may  be  bent  like  a  probe,  so  as  to  be  made 
to  conform  to  the  direction  of  the  uterine  canal.  A  curette 
which  is  pliable  and  curved  and  broad  above  is  less  liable  to 
cause  perforation  than  one  which  has  a  narrow  upper  end 
and  which  is  rigid  and  straight.  Some  models  of  fenestrated 
curettes  are  very  apt  to  catch  muscular  tissues. 

The  introduction  into  the  uterus  of  the  finger  or  of  instru- 
ments should  not  be  regarded  lightly.    With  but  few  excep- 

54.    Von  Gucrard.    Centralblatt  fuer  Gynaek.,  Vol.  XXV.,  p.  1138. 
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tions,  all  these  perforations  have  occurred  during  the  operations 
of  dilatation  of  the  cervical  canal  or  during  that  of  curettement 
of  the  uterine  cavity.  These  two  operations,  cervical  dilatation 
and  uterine  curettage,  when  performed  with  due  precautions 
as  to  asepsis,  as  to  preoperative  preparation  of  the  patient, 
such  as  emptying  of  the  lower  bowel  and  catheterization  of  the 
urinary  bladder,  are  relatively  of  great  simplicity  of  teclmique, 
of  great  benignancy  and  of  great  efiiciency.  Following  their 
performance,  judicious  after-treatment  is  of  great  importance 
and  should  not  be  overlooked.  These  two  operations  should 
not  be  performed  in  the  absence  of  positive  indications.  They 
are  better  performed  with  the  aid  of  an  assistant. 

(To  be  concluded.) 

<•    *    * 

PERFORATION  OF  THE  UTERINE  WALL 
DURING  CURETTAGE.* 

BY    HUDSON    D.    BISHOP,    M.D. 

The  question  of  dilatation  and  curettage  of  the  uterus  is 
undertaken  by  the  majority  of  physicians  with  little  or  no 
thought  of  possible  danger.  Many  times,  even,  the  uterus  is 
explored  with  the  curette  without  anesthesia  or  any  of  the 
accompaniments  of  a  major  operation.  In  order  to  show  that 
this  sense  of  security  from  danger  is  false,  I  present  two  cases 
of  perforation  recently  under  my  observation  as  follows : 

Case  I.  Hazel  R.,  aet.  i8.  So  far  as  was  known  prior  to 
operation  the  past  historj'  of  the  case  had  no  bearing  upon  the 
present  illness.  This  began  one  week  before  admission  to  the 
hospital  with  an  abortion  at  the  third  month  of  pregnancy 
following  the  insertion  of  a  bougie.  Four  days  after  the 
removal  of  the  bougie  the  patient  had  a  severe  chill,  followed 
by  a  rise  of  temperature.  The  physician  in  attendance  per- 
formed curettage  without  anesthesia  during  the  night  following 
the  chill.  There  was  immediate  improvement  in  the  constitu- 
tional symptoms  and  the  lochial  discharge  practically  ceased. 
On  the  second  day,  however,  the  temperature  again  rose  and 


♦Read  at  meeting  of  the  Homeopathic  Medical  Society  of  North- 
western Ohio. 
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pelvic  pain  became  pronounced  in  character.  On  the  third 
day  after  the  curettage  the  patient  was  admitted  to  the  hospital. 
The  constitutional  symptoms  were  not  markedly  septicemic, 
the  temperature  being  only  loi  °  F.  and  the  pulse  100,  but 
twelve  hours  later  the  temperature  rose  to  104°  F. 

Examination  showed  a  well  developed  pelvic  cellulitis  witli 
the  uterus  in  a  position  of  marked  anteversion  and  immovable. 
The  tubes  and  ovaries  were  not  palpable.  The  abdomen  was 
distended  and  very  tender  on  pressure.  A  diagnosis  of  a 
suppurative  peritonitis  following  abortion  was  made  and  I 
decided  to  do  the  Pryor  operation  for  pelvic  infection  following 
abortion,  i.  e.,  opening  of  the  cul-de-sac  and  packing  the  pelvis 
with  iodoform  gauze. 

Preliminary  to  this  I  attempted  to  explore  the  uterus  with 
the  curette.    I  at  once  noticed  that  the  curette  met  with  resist- 
ance anteriorly,  but  posteriorly  there  was  no  resistance  im- 
parted to  the  mstrument,  except  as  it  passed  below  what  I 
supposed  was  the  internal  os.     There  was  excessive  hemor- 
rhage throughout  the  manipulations.     I  attempted  to  explore 
the  uterus  with  the  finger  but  could  not  do  so  on  account  of  its 
immobility.     The  situation  was  cleared  immediately  when  I 
again  swept  the  curette  posteriorly  and  saw  a  gush  of  pus 
come  from  the  uterus.    At  this  point  I  erred  in  judgment  as 
was  shown  by  the  later  findings  in  the  case.     I  should  have 
made  free  cul-de-sac  drainage  only  so  far  as  operative  work 
was  concerned.     I  knew  that  the  uterus  was  perforated  and 
thought,  of  course,  that  it  had  just  occurred.     I  opened  the 
abdomen  in  the  median  line  in  order  to  locate  the  source  of 
the  pus  and  repair  the  uterine  wound.     I  found  a  double 
pyosalpinx  with  extensive  adhesions.     The  posterior  uterine 
wall  was  perforated  just  above  the  internal  os,  the  rent  being 
large  enough  to  admit  the  finger.    The  lacerated  tissues  were 
gangrenous  and  plainly  showed  the  freshening  of  their  surface 
produced  by  my  curette.    Instead  of  scraping  the  anterior  intra- 
uterine wall,  as  I  supposed  I  was  doing,  I  had  passed  through 
the   perforation  and   scraped   the   peritoneal   surface   of   the 
posterior  wall.    I  found  that  I  had  broken  into  the  right  tube 
at  a  point  where  it  dipped  down  beside  the  uterus.    There  was 
a  suppurative  peritonitis  involving  all  of  the  tissues  of  the 
pelvis  posterior  to  the  broad  ligament.     A  pan-hysterectomy 
was  out  of  the  question,  so  I  opened  the  pus  tubes  and  drained 
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through  tlie  cul-de-sac,  but  with  little  hope  of  combating  the 
infective  peritonitis  with  the  Fowler  position  and  the  continu- 
ous absorption  saline  enteroclysis. 

The  patient  died  seven  hours  after  the  operation.  It  was 
impossible  to  secure  any  definite  information  as  to  what  had 
occurred  at  the  time  of  the  primary  curettage.  Whether  or 
not  the  real  condition  was  recognized  at  that  time  I  am  unable 
to  say. 

Case  2.  Clara  M.,  aet.  22.  The  patient  had  an  induced 
abortion  at  the  third  month  of  pregnancy  and  was  curetted 
under  anesthesia  at  one  of  the  hospitals  in  the  city.  She 
remained  in  the  hospital  for  two  weeks  but  was  not  well  when 
discharged.  She  had  an  increasing  abdominal  tenderness  and 
a  purulent  leucorrheal  discharge  which  would  lessen  and  then 
increase.  Six  weeks  after  the  abortion  she  was  admitted  to 
the  City  Hospital. 

Examination  showed  an  enlarged  uterus,  not  freely  movable, 
with  an  enlarged  tube  on  the  right  side.  The  left  tube  was  not 
palpable.  The  constitutional  symptoms  were  not  marked,  but 
as  she  was  getting  no  better  I  decided  on  operative  treatment. 
I  explored  the  uterus  with  a  dull  curette  and  found  the  tissues 
soft  and  boggy.  There  was  no  placental  debris.  While  1 
was  speaking  to  the  class  of  the  danger  of  perforation  as 
illustrated  by  the  case  of  a  few  days  before,  I  suddenly  felt  the 
uterine  wall  give  way  and  saw  a  gush  of  blood  coming  from 
the  uterus.  I  at  once  opened  the  abdomen  and  found  that  I 
had  perforated  the  posterior  uterine  wall  in  the  median  line, 
midway  between  the  internal  os  and  the  fundus.  The  perfora- 
tion was  small  and  a  blod-clot  had  formed  about  it.  Had  there 
not  been  infection  in  the  pelvis,  I  doubt  if  it  would  have 
produced  symptoms  of  morbidity.  It  was  closed  with  Lembert 
sHtures.  There  was  a  double  pyosalpinx  with  old  adhesions. 
Both  tubes  and  ovaries  were  removed  and  the  abdomen  closed 
without  drainage. 

Convalescence  was  uninterrupted  except  that  on  the  third 
day  after  the  operation,  cardiac  failure  was  threatened  on 
account  of  an  acute  dilatation  of  the  stomach,  which  disappeared 
after  the  use  of  the  stomach  tube. 

A  recent  writer*  has  collected  in  the  literature  from  1895 
to  1907  inclusive,  160  cases  of  uterine  perforation  occurring 

♦Heinick:  SuRc,  Gyn.  and  Obs.,  October,  1908. 
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during  the  course  of  intrauterine  instrumentation.  Of  the 
1 60  cases  reported,  the  instrument  causing  the  perforation  was 
the  curette  in  43,  the  dilator  in  31,  the  catheter  or  uterine  irri- 
gator in  12,  the  sound  or  bougie  in  17  and  an  unknown 
instrument  in  57  cases.  The  mortality  in  the  entire  series 
in  which  the  result  was  stated  was  27  per  cent.  In  the  cases 
treated  expectantly  it  was  32  per  cent.  It  was  23  per  cent,  in 
the  cases  treated  by  abdominal  section  early  and  late,  and  28 
per  cent,  in  cases  treated  by  vaginal  hysterectomy.  From  these 
statistics  it  is  quite  evident  that  the  accident  is  a  serious  one 
no  matter  what  the  treatment  may  be;  but  it  must  be  borne 
in  mind  that  undoubtedly  many  perforations  occur  that  are  not 
reported.  If  recognized  they  receive  proper  treatment  and  if 
unrecognized  spontaneous  recovery  may  take  place,  or  in  case 
of  death  the  cause  of  death  is  attributed  to  the  condition  for 
which  curettage  was  performed. 

A  discussion  following  a  paper  by  Jarmanf  upon  uterine 
perforation  shows  conclusively  that  the  accident  is  by  no  means 
uncommon,  even  among  the  most  skilful  operators.  The 
following  abstracts  from  this  paper  and  discussion  are  of 
interest  as  bearing  upon  this  point. 

Geo.  W.  Jarman,  Obstetric  Surgeon  to  the  New  York 
Maternity  Hospital,  stated  in  his  paper  that  he  had  perforated 
the  uterus  with  a  curette  preliminary  to  an  operation  for 
double  pyosalpinx. 

A.  Palmer  Dudley,  Professor  of  Diseases  of  Women,  Nesv 
York  Post-Graduate  Medical  School  and  Hospital,  said:  'Tt 
has  been  my  misfortune  to  perforate  the  uterus  four  times 
and  enter  the  abdominal  cavity." 

Herman  J.  Boldt,  Professor  of  Diseases  of  Women,  New 
York  Post-Graduate  Medical  School  and  Hospital,  said:  "I 
have  perforated  the  uterus  a  number  of  times  and  have  seen  it 
perforated  by  others." 

Eugene  Boise,  Gynecologist  to  Butterworth  Hospital,  Grand 
Rapids,  Mich.,  said :  "I  had  one  case  where  I  perforated  the 
uterus  in  curetting  it,  after  an  abortion." 

Ferdinand  Henrotin,  Professor  of  Gynecology,  Chicago 
Poliklinik,  said :  *T  had  the  misfortune  to  perforate  the  uterus 
four  times  myself." 

Andrew  F.  Currier,  Gynecologist  to  the  New  York  Skin  and 
tjarman:  Trans.  Anier.  Gyn.  Soc,  1905. 
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Cancer  Hospital,  said :  **There  is  scarcely  one  of  us  who  is  not 
able  to  add  to  the  record." 

A.  Lapthom  Smith,  Professor  of  Clinical  Gynecology, 
Bishop's  College,  Montreal,  said:  "I  confess  to  having  per- 
forated the  uterus  about  six  or  eight  times." 

Clement  Cleveland,  Surgeon  to  the  Women's  Hospital,  New 
York,  said;  "I  myself  perforated  the  uterus  with  the  sharp 
curette  at  a  moment  when  I  was  talking  to  a  class  about  the 
carefulness  with  which  it  should  be  used." 

Philander  A.  Harris,  Gynecologist  to  the  Paterson  General 
Hospital,  saidr  "I  know  that  I  have  twice  perforated  the 
uterus." 

Seth  C.  Gordon,  Surgeon  to  the  Maine  General  Hospital, 
said :  "Occasionally  I  have  pushed  a  sound  through  the  uterus." 

Thaddeus  A.  Reamy,  Professor  of  Clinical  Gynecology, 
Medical  College  of  Ohio,  said:  "No  matter  how  expAt  the 
man  ...  he  will  occasionally  perforate  the  wall."  Speaking 
of  the  sound  he  said :  "I  should  say  I  have  carried  the  sound 
through  the  uterine  wall  without  much  force  seven  or  eight 
times  in  my  experience." 

E.  C.  Dudley,  Gynecologist,  St.  Luke's  Hospital,  Chicago: 
"I  have  had  the  misfortune,  once  only,  to  perforate  the  uterus 
with  the  curette." 

The  chief  predisposing  factor  to  perforation  is  a  disease 
process  resulting  in  a  weakened  uterine  wall.  Malignant 
disease  and  atrophy  occasionally  produce  such  a  favorable 
condition,  but  it  is  most  frequently  found  in  the  pregnant 
uterus,  upon  which  has  been  grafted  a  septic  inflammation. 
Given  a  puerperal  uterus  with  a  putrid  endometritis,  perfora- 
tion may  follow  the  slightest  pressure  upon  its  wall  during 
intrauterine  instrumentation. 

The  principal  immediate  symptom  of  perforation  is  the  sensa- 
tion of  a  sudden  giving  way  of  the  resistance  of  the  tissues. 
This  is  easily  perceptible  to  one  who  is  familiar  with  the  feel 
imparted  to  the  curette.  A  symptom  secondary  in  importance 
is  the  sudden  increase  in  the  flow  of  blood  from  the  uterus.  A 
later  symptom  is  the  continuance  or  appearance  of  a  pelvic 
peritonitis. 

On  account  of  the  extreme  danger  of  perforation  in  post- 
partum cases,  antiseptics  should  not  be  used  inside  the  uterus 
following  any  kind  of  intrauterine  instrumentation.     If  an 
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unrecognized  perforation  is  present  and  iodine  or  carbolic  acid 
arc  used  a  fatality  is  inevitable.  The  same  is  not  so  true  of 
intrauterine  irrigations  of  germicidal  solutions  if  a  return  flow 
irrigator  is  used. 

The  treatment  of  an  uterine  perforation  depends  wholly 
upon  the  condition  existing  within  the  uterus.  Analysis  of 
reported  cases  shows  that  expectant  treatment  is  perfectly  safe 
if  no  infection  exists  ^within  ihe  uterus.  In  such  a  case,  the 
operation  should  be  stopped  at  once  and  the  patient  kept  in  bed 
under  close  observation  for  several  days.  If,  however,  the 
endometrium  is  at  all  septic  or  the  operation  has  not  been 
conducted  with  a  proper  aseptic  technic,  immediate  operation 
is  imperative,  either  posterior  vaginal  section  or  laparotomy. 

*    *    <• 

MALCONDITIONS    OF    PREGNANCY* 

BY    W.    HOWE    WAFFLE^    M.D. 

That  the  human  family  is  brave  by  nature  may  be  only  a 
statement  and  not  a  fact.  We  think  we  are  brave  when  we 
do  not  know  the  enemy  is  in  sight.  It  is  probably  not  so  much 
a  matter  of  bravery  that  g^ves  woman  the  courage  to  pass 
through  the  period  of  gestation  and  to  endure  the  pangs  of 
her  travail,  as  it  is  ignorance  of  the  close  proximity  of  the  large 
army  of  the  invisible  enemy  encamped  round  about  and  within 
her.  All  else  is  lost  sight  of  in  the  thought  that  when  her 
time  is  come,  it  will  be,  "Unto  us  a  child  is  born,  unto  us  a 
son  is  given." 

But  few,  if  any,  women  are  able  to  pass  through  the  period 
of  gestation  in  a  strictly  normal  manner.  This  is  the  direct 
outcome  of  heredity,  environment  and  civilization.  Civilization 
has  not  been  kind  to  woman  as  the  perpetuator  of  the  race. 
It  demands  too  much  of  her — soul,  mind  and  body.  It  gives  in 
return  a  vast  amount  of  imperfect  development  along  pro- 
creative  lines. 

Malconditions,  one  or  more,  are  in  constant  attendance  upon 
every  pregnant  woman.  I  think  no  one  will  question  the  state- 
ment that  nausea  associated  with  vomiting  is  the  most  frequent 

^California  State  Homeopathic  Medical  Society. 
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accompaniment  of  pregnancy.  Nausea  is  by  women  accepted 
as  the  first  sign  to  be  looked  for  indicating  that  conception  has 
taken  place;  even  the  non-appearance  of  the  catamenia  is  not 
considered  a  more  unquestionable  sign.  By  some  women  it  is 
felt  before  it  is  time  for  the  menses  to  appear.  Some  women 
claim  they  are  nauseated  in  less  than  twenty-four  hours  after 
conception. 

It  varies  in  degree  from  that  wjiich  can  be  called  the  slightest 
sensation  or  hint  of  it  to  the  most  intense  degree,  which,  accom- 
panied by  vomiting,  demands  the  life  of  the  woman.  It  may  be 
continuous  or  paroxysmal.  It  is  seldom  that  more  than  the 
slightest  degree  of  it  is  unaccompanied  by  vomiting.  The 
vomitus  consists  of  the  food  ingested,  mucus,  a  large  or  small 
amount  of  it,  according  to  the  severity  of  the  catarrhal  condi- 
tion of  the  stomach  bile,  from  a  trace  of  it  to  several  ounces  per 
diem,  blood,  from  a  few  streaks  here  and  there  through  the 
mucus  ejected,  to  an  alarming  amount. 

The  vomiting  may  be  accompanied  by  a  rapid  pulse,  more  or 
less  headache  and  constipation ;  in  extreme  cases  when  the  liver 
becomes  implicated,  there  may  be  jaundice,  insomnia,  and 
nervous  symptoms  of  every  kind  and  degree,  dependent  upon 
the  toxemia.  In  fatal  cases  death  may  be  preceded  by  a  black 
vomit.  There  may  be  vomited  from  a  portion  to  all  of  the 
nourishment  taken. 

The  most  to  be  pitied  of  all  women  are  those  for  whom  the 
stomach  refuses  to  retain  the  smallest  quantity  of  water.  There 
are  often  patients  who  make  the  statement  that  every  particle 
of  food  taken  returns,  but  so  long  as  fecal  matter  passes  from 
the  bowel,  we  know  that  some  is  retained.  Rectal  alimentation 
is  not  as  a  rule  well  borne.  The  patients  usually  complain 
bitterly  of  it.  In  some  instances  the  nausea,  if  not  the  vomiting, 
is  increased. 

As  to  the  cause  of  all  this  misery,  the  theories  are  many  and 
varied.  The  consensus  of  opinion  is  that  the  g^eat  majority  of 
the  ills  accompanying  gestation  are  toxic  in  origin  and  are 
caused  by  the  retention  in  the  body  of  certain  poisonous  sub- 
stances which  should  be  eliminated. 

The  power  of  elimination  is  lacking,  the  improper  activity 
being  caused  by  the  various  influences  to  which  a  pregnant 
woman  is  exposed.  These  influences  may  be  derived  from 
environment,  habits,  hygiene,  food,  atmospheric  changes  or 
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suggestion.  The  etiological  factors  may  be  found  in  pelvic 
inflammations,  erosions  or  misplacements  of  one  or  more  por- 
tions of  the  generative  intestine,  or  in  pressure  exerted  upon  the 
pelvic  abdominal  or  thoracic  viscera  by  the  rapidly  developing 
uterus.  The  rapid  development  of  the  uterus  during  the  first 
half  of  pregnancy  results  in  an  unbalanced  system  of  emunc- 
tories—an  auto-infection. 

It  still  remains  an  open  question  as  to  whether  or  not  the 
fetus,  when  alive,  is  at  any  time  a  source  of  infection. 

Strictly  speaking,  we  may  classify  vomiting  as  being  per- 
nicious and  physiological.  If  the  latter,  it  will  be  easily 
remedied  or  is  self-limited.  If  pernicious,  we  must  be  prepared 
at  any  time  to  decide  the  best  method  of  terminating  and 
removing  the  causative  factors. 

Toxemia  is  a  disease  of  uncertain  origin.  Its  course  is 
tempestuous  and  its  end  often  fatal.  Eclampsia  was  formerly 
looked  upon  as  being  the  disease  itself  instead  of  the  finale  of 
an  abnormal  condition.  It  is  estimated  that  eclampsia  occurs 
about  once  in  five  hundred  cases.  Toxemia  is  much  more 
frequent. 

It  is  probable  that  the  time  will  never  come  when  our  knowl- 
edge will  be  perfect  and  theories  no  longer  advanced  on  the 
subject  of  toxemia  of  pregnancy.  Those  who  have  made  a 
special  study  of  it  are  of  the  opinion  that  urea,  ammonia  or 
some  other  poisons  are  manufactured  more  rapidly  than  they 
are  eliminated.  They  are  found  chiefly  in  the  blood,  while  the 
increase  may  be  due  to  abnormal  excretion.  It  is  often  due  to 
the  faulty  action  of  the  liver.  Poor  elimination  is  the  foundation. 
The  liver  is  the  first  organ  to  feel  that  it  is  overworked.  It  may 
become  hyperemic,  increased  in  size,  and  at  times  it  shows  fatty 
degeneration. 

Drs.  Blodgett  and  Starbuck  have  accomplished  much  along 
the  lines  of  ascertaining  the  cause  of  a  portion,  at  least,  of 
the  cases  of  pernicious  vomiting  of  pregnancy.  There  are 
those  who  question  the  value  of  their  findings.  We  will  all, 
no  doubt,  be  given  opportunities  to  prove  the  correctness  of 
their  theory. 

They  claim  that  this  particular  kind  of  toxin  which  they 
have  discovered  is  extremely  easy  to  find,  and  that  the  treatment 
is  simple  and  most  satisfactory.  The  particular  form  of  auto- 
intoxication of  which  they  speak  is  "the  presence  in  the  urine 
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of  acetone,  diacetic  acid  (or  some  of  the  higher  forms),  but 
where  no  sign  is  present  and  there  is  no  history  that  any  sugar 
has  ever  been  present  The  most  prominent  clinical  symptom 
that  accompanies  the  presence  of  this  substance  in  the  blood 
and  urine  is,  as  far  as  known,  vomiting  of  a  more  or  less 
pernicious  form."    The  treatment:  Carbonate  of  soda. 

O.  Tuszkai  (Berlin  Klin.)  claims  that  "true  hyperemesis 
gravilarum  is  a  direct  result  of  pregnancy  dependent  upon 
peritoneal  irritation  caused  by  defective  nutrition  of  the  peri- 
toneum as  it  becomes  stretched  by  the  increasing  uterus." 

**In  cases  of  metritis  or  perimetritis  preceding  conception 
there  will  be  an  increased  sensitiveness  of  the  peritoneum. 
Hyperemesis  is  usually  present  in  such  cases."  The  probabili- 
ties are  that  each  one  of  us  can  cite  such  a  case.  He  does  not 
claim  that  his  theory  is  flawless.  He  is  opposed  to  the  toxemic 
theory  of  true  hyperemesis  gravidarum.  He  cites  two  cases  in 
which  Williams'  ammonia  coefficient  was  estimated.  In  one 
the  coefficient  was  as  low  as  4.1  per  cent.,  which,  according  to 
Williams'  theory,  would  exclude  the  possibility  of  toxemia; 
in  the  other,  the  coefficient  was  high,  but  remained  high  after 
the  vomiting  ceased. 

Even  so  eager  an  advocate  of  the  toxemia  theory  of  hyper- 
emesis as  Dirmosey  says  that  an  increase  in  the  volume  of  the 
uterus  increases  vomiting,  and  a  diminution  often  at  once 
relieves  it. 

The  diagnosis  of  specific  hyperemesis  gravidarum  is  easily 
made  after  all  the  other  causes  most  likely  to  exist  have  been 
excluded,  if  the  clinical  symptoms  arc  present,  the  great  local 
sensitiveness  of  the  peritoneum  of  the  uterus,  which  is  not  only 
increased  by  bimanual  examination,  but  on  such  examination 
gives  rise  to  strong  vomiting;  and  if  the  pregnant  and  violent 
vomiting  is  independent  of  the  intake  of  food,  it  leads  in  a 
comparatively  short  time  to  symptoms  of  inanition. 

The  prognosis  depends  on  the  degree  of  inanition,  and  this 
can  be  judged  as  a  result  of  biochemical  investigations,  such 
as  are  described  in  a  recent  article  by  H.  Grad  on  hyperemesis 
gravidarum.  (His  theories  disprove  that  which  others  have 
proved.)     And  so  on  all  along  the  line. 

It  was  my  misfortune  to  have  one  such  case  this  summer, 
the  only  added  symptom  being  ptyalism.  In  two  weeks'  time, 
that  being  the  fourth  and  fifth  weeks  of  gestation,  the  patient 
reached  the  limit  of  her  endurance. 
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There  was  but  one  attack  of  vomiting  after  the  uterus  was 
emptied,  and  that  was  caused  by  its  being  distended  by  a  clot. 
The  degree  of  sensitiveness  was  pitiful  to  behold. 

Rudaux  (La  Clinique)  says  that  ptyalism  is  a  complication 
of  pregnancy  which  is  characterized  by  exaggerated  salivaticHi. 
The  woman  who  suffers  from  it  always  has  her  mouth  full  of 
saliva,  which  renders  the  breath  extremely  foul  and  gives  her 
a  disagreeable  nauseous  taste.  This  continues  all  day  and 
sometimes  during  the  night,  so  that  sleep  is  interfered  with. 
There  is  a  great  variation  in  the  quantity.  It  may  be  from  a 
mere  excess  of  moisture  in  the  mouth  to  two  liters  per  day. 
The  fluid  is  limpid  and  clear.  Schramm  maintains  that  it  does 
not  contain  ptyalin.  It  may  alternate  with  diarrhea.  Vomiting 
is  frequent  and  may  be  excessive;  digestion  is  impaired  and 
skin  dry;  if  there  is  no  diarrhea  she  suffers  from  extreme 
constipation;  there  is  rapid  emaciation  and  leaden  hue  of  the 
skin  of  the  face.  There  may  be  headache  and  albuminuria.  The 
gums  may  be  inflamed  and  the  submaxillary  and  sublingual 
glands  enlarged.  Altogether  ptyalism  presents  one  of  the  most 
distressing  conditions  met  with  as  a  complication  of  pregnancy. 
It  usually  appears  early  and  subsides  by  the  fifth  or  sixth 
month ;  but  once  in  a  while  it  continues  to  the  end.  One  patient 
of  mine  continued  to  spit  until  the  afterpains  ceased  on  the 
third  day  after  delivery. 

Acute  yellow  atrophy  of  the  liver  is  not  a  frequent  complica- 
tion. Its  etiology  is  obscure  and  its  fatality  marked.  Preg- 
nancy is  generally  interrupted  by  the  disease,  and  the  fetus 
may  also  be  destroyed.  All  forms  of  anatomical  lesions  of  the 
liver  are  unfavorably  affected  by  pregnancy. 

Cholecystitis  is  not  very  rare  during  pregnancy.  Speedy 
operative  interference  may  save  life.  The  s)miptoms  most 
frequently  presented  are  attacks  of  violent  pain  with  rigors  and 
high  temperature.    Jaundice  may  be  well  marked. 

It  has  been  my  misfortune  to  have  two  patients  die  of  acute 
yellow  atrophy  of  the  liver.  One  who  has  never  had  a  case 
can  but  imperfectly  realize  how  cruel  an  end  it  is.  Williams 
says:  "Pregnancy  exerts  a  deleterious  influence  upon  all 
chronic  organic  maladies."  .  Because  of  this,  many  valuable 
lives  are  sacrificed.  Even  though  the  uterus  is  unintentionally 
or  otherwise  prematurely  emptied  of  its  contents,  the  probabili- 
ties are  that  the  life  of  the  patient  will  be  materially  shortened. 
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Herein  rests  a  great  responsibility  upon  those  who  are  in  a 
position  to  advise  against,  in  some  instances,  the  marrying  of 
those  suffering  from  a  chronic  disease,  or  who  are  liable  to  do 
so,  and  against  pregnancy  when  necessary. 

The  "kidney  of  pregnancy"  is  a  term  used  to  designate 
certain  renal  changes  often  noted  in  a  woman  about  to  become 
a  mother.  As  do  all  the  other  organs  in  the  body  increase  in 
size,  so  do  the  kidneys.  The  quantity  of  urine  voided  depends 
largely  upon  the  amount  of  fluids  drunk.  All  pregnant  women 
should  be  encouraged  to  drink  freely  of  water  and,  when 
possible,  milk.  The  kidneys  that  are  generously  supplied  with 
liquids  are  less  prone  to  do  evil  than  are  those  not  so  favored. 

In  a  relatively  large  number  of  cases,  albumin  is  found 
in  the  urine.  It  was  formerly  supposed  to  be  due  to  the 
retention  of  urea,  hence  the  name  uremia.  This  is  now  known 
to  be  fallacious.  To  the  watchful  observer  the  diminution  of 
the  urea  is  a  danger  signal.  We  have  all  been  surprised 
when  a  patient  whose  urine  gives  no  signal  of  impending 
danger,  suddenly  develops  eclampsia.  There  is  still  a,  to  us, 
unknown  substance  developed  in  the  body  that  is  capable  of 
causing  convulsions.  In  the  light  of  the  present-day  knowl- 
edge on  the  subject  we  find  that  the  presence  of  albumin  in  the 
urine,  if  not  present  to  an  appreciable  extent,  is  not  the  grave 
complication  it  was  formerly  supposed  to  be;  yet  its  presence 
should  never  be  overlooked,  and  the  cause  removed  when  remov- 
able. Neither  should  we  question  the  fact  that  the  danger  of 
eclampsia  is  always  increased  by  its  presence  in  the  urine  of  a 
pregnant  woman.  The  treatment  is  much  the  same  as  in  that 
of  either  acute  or  chronic  nephritis  in  the  non-pregnant  state. 

When  a  patient  presents  the  following  chain  of  symptoms : 
nervousness,  neuralgic  pains,  especially  cephalic  and  epigastric, 
amaurosis,  oedema,  muscular  contractions,  and  a  hard  tense 
pulse,  we  should  be  on  our  guard  and  look  well  to  the  emunc- 
tories.  The  kidneys  especially  should  be  urged  to  do  their 
full  portion  of  work.  For  all  practical  purposes  it  is  about  as 
well  to  ascertain  the  amount  of  solids  as  the  urea.  This  can 
be  arrived  at  approximately  by  Haeser's  rule.  When  convul- 
sions are  imminent,  this  should  be  done  daily.  For  conveni- 
ence's sake  we  can  divide  the  treatment  into  dietetic,  hygienic 
and  medicinal.  A  non-nitrogenous  diet  does  not  favor  the 
development  of  toxemia.    To  remove  the  toxic  substance,  to 
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antidote,  and  to  prevent  reformation,  are  the  trio  of  which  we 
are  to  take  account. 

All  pregnant  women  should  be  encouraged  to  live  an  outdoor 
life  to  as  large  an  extent  as  possible.  We  would  not  expect 
our  house  plants  to  thrive  in  poorly  ventilated,  poorly  lighted 
rooms,  yet  little  stress  is  placed  upon  not  having  our  unborn 
babes  do  so. 

Then,  again,  how  imperfectly  do  we  understand  to  what 
an  extent  the  mental  well-being  of  both  mother  and  child  are 
affected  by  her  thoughts,  her  associates,  her  husband,  her 
marital  life,  the  taking  of  sufficient  rest,  sufficient  sleep  and 
sufficient  exercise,  in  fact  all  that  goes  to  make  up  her  well- 
being.  While  to  only  a  degfree  can  she  will  that  which  she 
would  have  her  child  be,  she  can  control  that  degree.  She 
should  be  g^ven  all  the  assistance  possible  to  increase  it  along 
right  lines. 

Fitzpatrick,  of  Chicago,  says :  "The  importance  of  acetonuria 
and  of  diacturia,  either  as  toxic  agents  or  as  signs  of  the 
presence  of  toxic  agents,  must  be  emphasized.  The  deleteri- 
ous manifestation  of  these,  in  the  light  of  our  present  knowl- 
edge, is  important,  ranking  in  point  of  value  with  the  commoner 
urinary  tests  for  various  solids,  albumin,  sugar,  casts,  etc." 

Cobb,  of  Chicago,  says:  "Diabetes  rarely  occurs  in  preg- 
nancy, but  when  it  does,  almost  invariably  causes  death  of  the 
fetus,  and  usually  in  the  early  part  of  gestation.  A  toxemia 
of  the  blood,  apart  from  the  presence  of  sugar,  is  a  condition 
of  diabetes.  Whether  the  death  of  the  fetus  is  caused  by  this 
toxemia,  or  by  the  dropsy  of  the  amnion,  or  by  the  saccharine 
amniotic  fluid,  is  a  matter  of  conjecture." 

Payer  claims  that  women  are  less  tolerant  of  sugar  during 
pregnancy  than  at  any  other  time.  Fortunately  for  women  who 
are  sufferers  from  diabetes,  the  disease  has  such  a  debilitating 
constitutional  effect  that  it  reacts  directly  upon  the  centers 
controlling  production,  and  conception  rarely  takes  place.  A 
true  diabetic  patient  may  conceive,  but  fatal  results  follow  for 
nearly  one-half  of  the  mothers,  and  more  than  one-half  of  the 
children.    Fry  states  that  diabetes  should  not  marry. 

Cases  in  which  diabetics  develops  should  be  carefully 
watched.  While  it  will  in  all  probability  subside  shortly  after 
parturition,  it  is  liable  to  return  at  the  next  or  a  subsequent 
pregnancy.  The  gravity  of  the  condition  is  increased  at  each 
return. 
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Thus  far  we  have  not  found  that  we  are  justified  in  interfer- 
ing with  the  fruit  of  conception  in  such  cases.  About  sixty-five 
per  cent,  of  cases  reported  have  gone  to  full  term  and  labors 
have  been  normal,  although  the  children  were  dead.  There 
arc  often  instances  when  in  spite  of  great  care  the  symptoms 
become  alarming,  and  manual  interference  is  necessary  to 
save  the  mother.  The  death  of  the  mother  is  preceded  by 
coma  or  collapse,  never  by  eclamptic  seizures. 

The  variety  of  sugar  present  should  always  be  determined. 
Small  amounts  of  glucose  may  occasionally  be  present  as  an 
alimentary  glycosuria  and  are  without  significance.  Lactose, 
or  milk  sugar,  is  present  in  a  small  percentage  just  prior  to 
parturition,  and  often  for  a  time  afterwards.  Prof.  Ludlam 
used  to  call  it  physiological  glycosuria,  and  claimed  it  is 
present  to  a  more  or  less  extent  in  the  urine  of  all  women 
during  lactation.  So  while  it  is,  truly  speaking,  an  abnormal 
condition,  it  is  not  to  be  considered  a  pathological  one. 

G.  T.  Wilson,  in  this  journal,  March,  1907,  g^ives  us  the 
benefit  of  that  which  he  calls  "Two  Complications  of  Preg- 
nancy." He  says:  "Pyelitis  and  pyelonephritis  complicating 
pregnancy  are,  in  the  more  marked  forms,  comparatively  rare 
conditions."    The  article  is  well  worth  careful  study. 

Judging  from  the  statistics  on  the  subject,  one  would  be  led 
to  infer  that  appendicitis  is  a  much  less  frequent  complication 
of  pregnancy  than  it  really  is.  It  is  eleven  years  since  Munde 
reported  the  first  operative  case  of  appendicitis  complicating 
pregnancy.  So  far  as  known,  there  is  no  condition  present 
during  pregnancy  that  favors  its  development.  Should  it 
become  necessary  to  operate,  it  will  not  necessarily  interfere 
with  the  pregnancy. 

Pernicious  anemia  during  pregnancy  is  not  a  common  disease, 
and  yet  it  develops  in  women  during  the  pregnancy  more 
frequently  than  in  the  non-pregnant  state.  It  usually  appears 
about  the  middle  of  gestation.  It  is  not  possible  to  make  a 
diagnosis  in  the  early  stage.  Later  the  blood  findings  becone 
characteristic.  Multiparae  are,  more  than  primaparae,  liable  to 
the  disease,  particularly  so  when  the  pregnancies  follow  each 
other  closely.  Prolonged  lactaticwi,  overwork,  and  malnutrition 
are  predisposing  factors. 

According  to  Planchard,  an  absolute  diagnosis  is  based  ujpon 
the  following  data:    i.  Exclusion  of  the  other  possible  causes. 
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2.  Blood  count.  3.  Fatal  termination.  4.  Post-mortem  find- 
ings. 

All  fully  established  cases  terminate  fatally.  In  the  majority 
of  cases  the  child  dies  in  utero  shortly  before  birth.  If  it 
lives,  it  shows  no  signs  of  the  mother's  disease. 

Uterine  fibroids,  if  situated  low  in  the  pelvis  where  they 
interfere  with  the  spontaneous  delivery  of  the  child,  are  a  very 
g^ve  complication.  In  cases  where  undue  diflSculty  is  apt  to 
be  met  with  in  an  attempt  to  deliver  the  child  through  the 
natural  passages  a  Caesarian  section  is  likely  to  offer  the  best 
results.  So  many  instances  are  recorded  of  successful  opera- 
tions on  the  pregnant  uterus  for  the  removal  of  fibroids  without 
iisturbing  its  contents,  that  one  is  liable  to  think  that  success 
is  the  rule.  But  that  is  not  the  case.  A  fibroid  should  not  be 
enucleated  during  pregnancy  unless  it  threatens  to  cause,  or 
s  causing,  urgent  symptoms.  An  interstitial  fibroid  is  liable 
:o  cause  rupture  of  the  uterus  during  firm  contractions  at  the 
;ime  of  parturition.  It  is  by  some  obstetricians  considered  tp 
}e  the  one  form  necessitating  an  operation  during  the  gravi- 
iarum. 

The  teeth  arc  inclined  to  decay  rapidly  during  pregnancy. 
[t  is  the  popular  opinion  of  the  laity  that  it  is  better  that 
he  woman  bear  the  ills  she  has  than  to  have  her  teeth  filled  or 
extracted,  because  of  the  danger  of  an  abortion.  The  idea  is 
in  incorrect  one.  No  injurious  effects  will  follow  having  the 
:eeth  cared  for,  imless  the  woman  is  extremely  susceptible,  and 
n  such  an  event  having  the  work  done  is  likely  to  be  only  one 
ink  in  the  chain  of  circumstances  that  end  in  disaster. 

There  is  an  excess  of  acid  in  the  mouths  of  such  patients. 
[t  should  be  overcome  by  the  generous  use  of  a  solution  of 
)icarbonate  of  soda  when  brushing  the  teeth  and  for  a  wash 
>etween  times,  the  teeth  being  always  brushed  after  each  meal. 

The  gums  should  be  bathed  in  the  milk  of  magnesia  at  bed 
ime,  especial  care  being  taken  to  leave  an  extra  portion  in  the 
ower  part  of  the  mouth. 

Hernia  of  the  pregnant  uterus  is  more  common  in  multiparse 
vhere  the  pregnancies  have  followed  each  other  rapidly,  than 
n  primiparae.  It  is  an  anteversion  of  degrees,  the  extreme  of 
which  may  be  a  descent  almost  to  the  knees.  The  distress 
nay  be  more  or  less  severe,  much  oedema  resulting  from  the 
pressure  and  vesical  tenesmus. 
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A  firm  bandage  should  be  adjusted  when  the  patient  is 
lying  down  and  straps  crossed  in  the  back  and  fastened  in 
front  to  hold  it  in  place.  A  T-bandage  may  be  required.  The 
condition  may  cause  a  great  deal  of  annoyance  during  parturi- 
tion. The  uterus  should  be  held  firmly  during  a  contraction, 
care  being  taken  to  press  it  well  up  and  back.  Labor  is  often 
prolonged,  it  being  impossible  for  the  head  to  engage  in  the 
pelvic  brim ;  or,  if  having  done  so  during  the  explosive  pain, 
it  falls  away  at  once  as  soon  as  the  contraction  ceases. 

A  large  number  of  experiments  on  women  and  pregnant 
cats  have  demonstrated  the  fact  that  during  pregnancy  a 
hyperplasia  of  the  thyroid  gland  is  physiological.  The  function 
of  the  thyroid  is  to  regulate  metabolism.  The  product  of  the 
increased  activity  of  the  hyperplastic  thyroid  gland  would  thus 
tend  to  neutralize  the  uterine  or  placental  metabolic  products. 
A  large  portion  of  these  toxins  are  absorbed  by  the  kidneys, 
and  if  in  too  large  quantities  to  be  eliminated,  albuminurina 
of  the  kidney  of  pregnancy  occurs. 

When  from  an  insufficiency  of  thyroidin  a  gradual  accumu- 
lation of  toxic  material  occurs,  symptoms  of  toxemia  slowly 
appear.  Vomiting  is  the  most  frequent  symptom,  and  may 
be  the  only  one.  The  system  becomes  surcharged,  some  inci- 
dent suddenly  precipitates  eclampsia  or  premature  labor,  the 
former  coming  on  the  more  frequently  in  the  seventh  or  eighth 
month.  The  enlargement  of  the  gland  usually  appears  about 
the  sixth  month  in  primiparae  and  about  the  fifth  month  in 
multipara,  thus  anticipating  the  possibility  of  an  attack.  The 
greater  number  of  attacks  of  eclampsia  occur  at  the  end  of 
pregnancy  when  uterine  metabolism  is  at  its  height. 

If  the  administration  of  thyroidin  to  pregnant  cats  after  the 
extirpation  of  their  thyroids  will  prevent  eclampsia,  the  same 
should  hold  good  as  a  treatment  for  women  who  have  been 
deprived  of  theirs. 

One  of  our  most  beautiful  young  women  suffered  an 
enucleation  of  her  thyroids  for  an  attack  of  exophthalmic 
goitre  six  months  previous  to  conception.  She  died  at  term  in 
a  convulsion. 

There  is  no  essential  fever  of  pregnancy,  notwithstanding 
the  opinion  to  the  contrary  of  some  writers.  An  elevation 
of  temperature  means  mischief  is  going  on  somewhere.  One 
should  not  be  satisfied  until  the  cause  is  found  and  removed. 
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if  removable.  All  pregnant  women  complain  more  or  less  of 
an  increased  degree  of  bodily  heat^  but  it  is  not  accompanied 
by  a  rise  of  temperature. 

The  American  Textbook  of  Obstetrics  says:  "Typhoid 
fever  occurring  during  pregnancy  seriously  complicates  the 
toother's  chances  of  convalescence  from  labor  and  frequently 
results  in  the  death  of  the  fetus." 

It  is  not  an  unusual  occurrence  to  find  pregnant  women 
who  suffer  to  a  more  or  less  extent  from  nimibness  of  their 
hands  and  arms  and,  less  frequently,  their  feet  and  legs.  They 
are  far  more  apt  to  suffer  from  cramps  in  the  legs  than  from 
numbness. 

It  is  of  rare  occurrence  to  find  a  fully  developed  paralysis 
of  special  nerves,  though  there  have  been  cases  reported. 
The  condition  usually  disappears  after  labor. 

The  subject  of  the  diseases  of  the  heart  and  their  relation  to 
pregnancy  should  be  of  interest  to  us  all.  It  is  proved  that 
cardiopaths  are  not  usually  sterile,  the  common  opinion  of  the 
laity.  They  are  not  especially  liable  to  abort.  The  majority 
bear  a  living  child  safely,  especially  in  the  first  pregnancy. 
Each  subsequent  one,  however,  aggravates  the  lesion  and 
increases  the  danger.  Disastrous  results  are  most  apt  to 
occur  in  those  who  have  borne  several  children  in  rapid 
succession.  It  is  not  uncommon  for  women  to  go  through  one 
or  several  pregnancies  without  a  mitral  insufficiency  with  good 
compensation  having  been  discovered.  Although  it  is  a  fact 
that  valvular  lesions  and  endocarditis  are  serious  complications, 
they  are  not  a  necessary  nor  a  very  frequent  indication  for  the 
induction  of  an  abortion  or  a  premature  labor. 

In  mitral  stenosis,  the  blood  stream  being  lessened  because 
of  the  narrowed  orifice,  the  patient  is  as  a  rule  poorly  nourished, 
weak  and  anemic.  It  is  during  the  second  stage  of  labor  that 
danger  presents  itself.  Over-distension  of  the  right  heart 
presents  a  serious  condition  that  demands  prompt  attention. 

Mitral  insuMciency,  the  commonest  of  heart  complications  of 
pregnancy,  being  usually  accompanied  by  good  compensation, 
is  considered  less  dangerous  than  either  mitral  stenosis  or 
aortic  disease.  While  it  is  less  dangerous,  we  should  be  no 
less  watchful,  for  when  the  insufficiency  is  g^eat,  if  there  is 
also  tricus^d  regurgitation,  no  form  of  heart  disease  is  more 
desperate  or  its  outlook  more  gloomy.    Here,  again,  are  rapidly 
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occurring  pregnancies  to  be  interdicted.  The  symptoms  of 
mitral  insuflSciency  are  not  much  relieved  by  emptying  the 
uterus.  Cyanosis,  passive  pulmonary  congestion,  oedema  and 
irregular  pulse  of  low  tension  are  the  prominent  features.  The 
signs  of  danger  during  labor  are  an  irregular  failing  pulse, 
restlessness,  dyspnea,  and  an  increasing  cyanosis.  Both  the 
above  named  conditions  often  exist.  In  such  cases  the  stenosis 
frequently  predominates.  The  prognosis  is  graver  than  when 
either  lesion  exists  alone. 

Aortic  insufficiency  is  less  frequently  encountered  than  either 
of  the  other  two  conditions,  because  of  the  fact  that  such  a 
lesion  does  not  tend  to  develop  until  middle  life  or  after  the 
majority  of  women  have  passed  the  child-bearing  period. 

Symptoms  are  oedema,  dyspnea,  restlessness  and  insomnia. 
It  is  not  usually  until  after  the  fourth  month  that  these 
symptoms  appear.  The  second  stage  of  labor  is  disastrous. 
The  uterus  must  be  emptied  promptly,  whether  or  not  the  fetus 
IS  viable. 

Aortic  stenosis  is  rare,  and  is  seldom  found  independent  of 
mitral  stenosis.  When  serious  symptoms  of  cardiac  lesions 
exist  in  an  unmarried  woman,  she  should  be  advised  against 
marrying.  When  a  young  woman  having  valvular  lesions  is 
able  to  carry  out  her  social  and  domestic  duties  without  any 
serious  symptoms,  she  should  not  be  prevented  from  marrying, 
although  child-bearing  is  likely  to  aggravate  her  condition. 

Pruritus  vulvae  is  one  of  the  most  frequent  and  most  annoying 
complications  of  the  pregnant  state.  The  variety  of  symptoms 
is  large,  itching  of  all  varieties  and  degrees  constituting  the 
leading  symptom.  Many  women  suffer  during  the  entire  nine 
months,  and  some  of  them  forever  afterwards.  It  usually 
appears  about  the  middle  of  gestation.  Women  in  whom  elimi- 
nation is  imperfect  suffer  most  severely.  Saccharine  urine  is 
always  accompanied  by  pruritus  vulvae.  Neurotics  are  the 
most  frequent  victims  and  constitute  the  largest  number. 
Irritating  vaginal  secretions,  a  pre-existing  blennorrhagia, 
various  parasites,  and  saccharine  urine  constitute  the  most 
frequent  cause  of  the  malady.  Oftentimes  the  cause  cannot  be 
ascertained. 

Of  all  the  malpositions  of  the  uterus  retroflexion  is  the  most 
frequently  encountered  and  most  prone  to  do  evil.  In  the 
majority  of  instances  it  antedates  pregnancy. 
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The  extra  weight  of  the  uterus  may  cause  the  displacement 
during  the  early  weeks  of  gestation.  It  is  the  prolapsed  retro- 
flexion, or  the  retro-versio-flexion,  that  causes  the  most  distress- 
ing symptoms,  the  result  often  being  a  spontaneous  abortion. 
When  the  uterus  is  held  in  its  abnormal  position  by  adhesions, 
there  is  trouble  awaiting  us.  A  prolapsed  anteflexed,  or  an 
anteverted  anteAexed,  g^aviduterus  develops  a  serious  train 
of  symptoms  which,  if  not  overcome,  end  in  abortion. 

It  is  but  seldom,  if  ever,  that  these  severe  malpositions  are 
unaccompanied  by  nausea  of  a  more  or  less  serious  nature. 
While  it  may  become  alarming  in  degree,  it  yields  almost 
instantaneously  to  treatment,  which  consists  in  restoring  the 
uterus  to  its  normal  position  and  maintaining  it  there.  It  is 
in  such  cases  that  a  capable  gynecological  manipulator  is  able 
to  do  brilliant  work. 

While  great  care  is  necessary  in  manipulating,  it  is  well 
borne  by  the  uterus.  The  tendency  is  for  it  to  remain  in 
.normal  position  when  well  supported.  There  are  physicians 
who  claim  that  they  cannot  reposit  a  retro-versio-flexed  uterus. 
It  should  always  be  possible  to  do  so  unless  it  is  bound  down 
by  thoroughly  organized  bands  of  adhesion,  and  even  then 
daily  teasings  will,  in  the  majority  of  instances,  finally  succeed. 
Nature  will  assist  more  frequently  than  one  would  think.  That 
this  is  true,  one  who  has  found  a  malposition  in  pregnancy 
existing  to-day  which  disappeared  to-morrow,  will  testify. 

Sagging  of  the  uterus  is  a  malposition  which  we  find  but 
little  taken  into  account  by  writers  on  the  subject  of  uterine 
misplacements,  and  yet  it  is,  next  to  retro-flexion,  the  most 
frequently  encountered  malposition  in  either  the  gravid  or 
non-g^avid  state.  It  is  usually  accompanied  by  a  cruel  back- 
ache, dysuria,  rarely  ischuria,  frequent  urination.  Dysuria  or 
ischuria  are  more  apt  to  complicate  flexions  than  sagging. 
There  is  a  marked  feeling  of  malaise,  oftentimes  much  aching 
of  the  thighs,  a  feeling  of  weight  in  the  pelvic  region,  but  not 
that  of  bearing-down.  The  nausea  is  of  large  degree.  Next 
to  a  flexed,  a  sagged  uterus  is  the  most  difficult  to  replace.  It 
can  be  done  only  in  the  Sim's  position. 

It  is  in  the  early  weeks  of  pregnancy,  before  the  uterus  is 
sufficiently  developed  to  become  incarcerated,  that  it  yields 
the  most  readily  to  treatment.  Later,  when  it  has  become 
wedged  in  below  the  promontory  of  the  sacrum,  it  is  with 
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difficulty  that  it  is  released;  as  a  last  resort  it  may  become 
necessary  to  grasp  the  cervix  with  the  volsella  forceps,  draw 
down  and  at  the  same  time,  with  the  index  finger  of  the  other 
hand  on  the  cervix,  give  the  uterus  a  toss  upwards.  If  the 
abdominal  walls  are  sufficiently  thin,  an  assistant  may  render 
good  service  by  manipulating  externally  at  the  same  time* 
Should  this  result  in  an  abortion,  it  is  preferable  to  surgical 
interference,  for  the  probabilities  are  the  result  will  be  the 
same  in  either  case.  This  treatment  should  always  be  given 
with  the  patient  in  Sim's  position  when  working  alone,  and 
either  Sim's  or  the  dorsal  when  being  assisted. 

Once  replaced,  an  incarcerated  uterus  is  not  likely  to  return 
to  its  abnormal  position. 

Ventro  suspencio  Hxatton,  the  radical  cure  could  not  well 
be  advised.  But  few  would  be  so  bold,  or  I  might  say,  inju- 
dicious, to  fix  or  suspend  a  gravid  uterus. 

Varicose  veins  is  the  last  malcondition  of  pregnancy  of 
which  I  shall  make  mention.  It  is  the  fourth  most  distressing 
complication,  nausea,  vomiting,  ptyalism  and  pruritus  vulvae 
being  the  other  three. 

It  is  the  rule  that  primiparse  are  exempt.  It  is  the  mother 
who  has  given  of  her  substance  to  her  offspring  time  and 
time  again,  that  looks  to  her  physician  for  relief.  The  greatest 
distress  is  the  portion  of  those  in  whom  the  veins  of  the  vulvae, 
the  thighs  and  the  rectum  are  implicated.  Such  patients  com- 
plain bitterly  of  aching  pains,  a  fullness,  and  a  heaviness  that 
well  night  unfits  them  for  their  daily  work.  The  pitiful  part 
of  it  all  is  that  it  is  the  hard-working  woman,  not  the  idler, 
who  is  the  victim. 
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F.  J.  W.  Porter,  M.D.: 

That  the  importance  of  sterilization  of  the  skin  of  operation 
areas  is  fully  recognized  by  most  operating  surgeons,  is  a  fact 
well  shown  by  the  numerous  methods  which  are  practiced,  and 
which  need  not  be  enumerated. 

They  are  based  on  the  knowledge  that  germs  of  various 
kinds  lurk  in  the  depths  of  the  true  skin,  as  well  as  super- 
ficially, and  that  they  have  an  unhappy  tendency  to  sweat 
on  to  the  surface  during  the  operation,  and  to  infect  the 
wound.  The  amount  of  labor  expended  on  attempts  to  steril- 
ize the  operation  area  is  very  great,  and  the  consumption  of 
material  correspondingly  large.  Occasionally,  owing  to  "over- 
preparation,"  eczema  results.  For  emergency  work  in  private 
practice  the  method  which  I  am  about  to  advocate  would  be 
very  useful.  It  consists  in  the  use  of  a  lo  per  cent,  spirituous 
solution  of  iodine.  Since  November,  1908,  the  whole  of  my 
operation  cases  have  been  prepared  as  follows : 

The  evening  previous  to  operation  the  patient  has  a  hot  bath, 
using  plenty  of  soap,  but  excessive  scrubbing  of  the  operation 
area  is  not  permitted.  It  is  then  shaved,  washed,  and  a  piece 
of  dry  lint  bandaged  on.  Nothing  more  is  done  until  the 
patient  is  on  the  table.  If  eucaine  is  being  used  the  area  is 
freely  painted  with  10  per  cent,  spirituous  solution  of  iodine 
(practically  the  liniment)  and  the  eucaine  injected.  Before 
making  the  skin  incision  the  area  is  painted  once  more.  In 
the  case  of  a  general  anesthetic  the  iodine  is  painted  before 
the  administration  is  begun,  and  again  when  the  patient  is 
ready. 

Preliminary  scrubbing  and  wetting  is  not  desirable,  for  the 
superficial  layer  of  the  epidermis  is  not  an  absolutely  compact 
tissue.  The  cells  are  loosely  packed,  and  intercellular  spaces 
exist  which  communicate  with  the  external  air  by  microscopic 
clefts.  These  clefts,  which  contain  fat,  sweat,  and  bacteria, 
are  readily  penetrated  by  an  alcoholic  solution  of  iodine,  which 
dissolves  their  contents.  On  the  other  hand,  in  the  method  of 
cleansing  commonly  practiced  these  clefts  are  likely  to  be 
closed  by  the  swelling  of  the  cells  which  is  caused  by  hot  water ; 
or  their  contents  may  be  retained  by  water  and  microscopic 
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fragments  of  soap.  For  these  reasons  it  is  much  more  difficult 
to  disinfect  the  skin  by  liniment  of  iodine  after  it  has  been 
cleansed  by  soap  and  water  than  if  it  had  not  been  so  cleansed 
and  is  quite  dry.  At  the  end  of  the  operation  the  sutures  are 
painted. 

The  following  operations  have  been  performed  under  this 
method:  Appendectomy,  radical  cures  of  hernia  and  vari- 
cocele, hammer  toe.  In  every  case  healing  by  first  intention 
has  resulted.  The  number  of  operations — thirty  in  all — is 
not  great,  but  it  enables  nie  to  state  that  I  have  obtained  just 
as  good  results  from  using  this  very  simple  method  as  when 
I  had  the  skin  prepared  the  day  before  and  again  on  the  table, 
using  turpentine,  ether,  soap,  and  mercury  biniodide.  The 
labor  involved  is  enormously  diminished,  and  a  great  saving 
of  material  is  effected. 

The  potency  of  iodine  as  a  sterilizer  of  such  septic  material 
us  catgut  is  now  well  known,  and  it  is  only  reasonable  to 
<^xpect  just  as  good  results  in  the  sterilization  of  the  skin. 

♦        *        * 

W.  D.  Hamilton,  M.D.: 

I  shall  discuss  extrauterine  pregnancy  from  the  clinical 
aspect.  To  us  who  face  the  condition  as  an  emergency  in 
every-day  life,  rather  than  work  in  the  field  of  causation  and 
pathology,  the  vital  point  is  its  prompt  recognition  and  treat- 
ment. We  are  daily  impressed  with  the  fact  that  it  is  far 
from  being  uncommon.  Any  operator  of  moderate  experience 
encounters  at  least  a  few  cases  in  the  course  of  a  year,  and 
learns  to  look  for  it  in  all  instances  of  sudden,  violent  pain  in 
the  abdomen  of  the  female  at  the  child-bearing  age. 

In  the  diagnosis  of  normal  pregnancy  a  certain  positive 
value  is  attached  to  the  enlarged  breasts,  pigmented  nipples, 
morning  sickness,  particularly  the  suspended  menstruation. 
This  set  of  accessory  symptoms  is  more  frequently  lacking 
than  present  in  ectopic  gestation.  The  enlarged  breast  and 
pigmented  nipples,  the  morning  sickness,  are  quite  rarely 
seen.  In  fact,  there  may  not  be  a  single  symptom  to  warn 
the  physician  or  patient  until  an  unexpected  attjjpk  of  ab- 
dominal pain  with  hemorrhage  places  her  in  deadly  peril. 
There  is  no  uniformity  in  the  behavior  of  the  menstrual 
function,  I  might  say,  except  that  it  is  uniformly  irregular. 
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In  some  instances  one  or  two  periods  will  be  missed.  In  others 
the  periods  are  found  to  be  irregular,  or  too  free,  or  too  scanty, 
or  there  may  be  a  constant  dribbling  of  blood.  Once  in  a  while 
the  patient  is  positive  that  she  is  pregnant,  but  also  thinks 
there  is  something  wrong  about  it.  More  frequently  she  gives 
no  thought  to  the  existence  of  anything  wrong  imtil  she  is 
prostrated  by  rupture.  On  the  other  hand,  for  some  time 
previous  to  rupture  the  patient  may  have  suffered  colicky  pains 
due  to  either  tubal  or  uterine  contractions. 

Experience  and  especially  lessons  derived  from  errors  have 
demonstrated  with  reference  to  extrauterine  pregnancy  two 
principles  which  stand  out  very  clearly  among  our  mental 
impressions  relating  to  this  subject: 

1.  If  one  sees  a  case  of  suspected  early  pregnancy  with 
pain  and  apparently  threatened  abortion,  always  consider  the 
possibility  of  extrauterine  pregnancy,  and  exclude  it  if  neces- 
sary by  an  examination  under  an  anesthetic  before  determining 
the  plan  of  treatment.  For  in  abortion  it  is  often  good  policy 
to  wait — in  extrauterine  pregnancy  to  wait  is  to  invite  disaster. 
This  principle  has  been  so  often  illustrated  by  the  daily  experi- 
ence of  surgeons  that  it  may  be  regarded  as  axiomatic. 

2.  Obscure  indications  of  early  pregnancy,  coupled  with 
fainting  spells  not  obviously  due  to  some  other  cause,  with 
irregular  pain  in  the  abdomen  and  vesical  tenesmus,  constitute 
a  group  of  symptoms  which  is  strongly  suggestive  of  extrau- 
terine pregnancy.  Consider  the  possibility  of  ectopic  preg- 
nancy in  every  case  of  sudden  violent  pain  in  the  lower 
abdomen  of  the  adult  female  who  is  physiologically  liable  to 
conceive. 

What  will  be  found  on  physical  examination  in  extrauterine 
pregnancy?  The  answer  to  this  question  varies  with  the  time 
at  which  examination  is  made,  whether  before  or  after  rupture. 
Unforttmately,  we  see  very  few  cases  before  rupture.  Physical 
examination  then  reveals  on  one  or  the  other  side  of  th.e  uterus 
a  swelling  of  the  tube,  whose  size  will  be  proportionate  to  the 
stage  of  pregnancy.  It  is  not  likely  to  be  palpable  to  pressure 
with  the  hand  on  the  lower  abdomen,  but  can  be  felt  by  vaginal 
examination.  As  pregnancy  generally  occurs  in  or  near  the 
outer  end  of  the  tube,  the  lump  will,  of  course,  be  found  in  that 
location,  and  at  an  early  date  may  be  quite  separate  and  distinct 
from  the  uterus.    At  a  later  stage  its  size  may  be  such  as  to 
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quite  fill  the  space  between  the  uterus  and  pelvic  wall,  or  its 
weight  may  cause  it  to  fall  back  in  the  cul-de-sac.  In  short, 
it  will  present  the  characteristics  of  a  non  adherent  tubal 
swelling.  It  will  be  elastic,  semi-fluctuant  to  the  touch,  and 
acutely  sensitive  on  manipulation.  At  the  same  time  the  uterus 
is  somewhat  enlarged  and  softened  in  consistency,  just  as 
might  be  the  case  in  early  uterine  pregnancy. 

During  or  immediately  after  rupture — for  while  rupture 
may  be  instantaneous  and  complete,  it  may,  on  the  other  hand, 
be  a  gradual  process  accompanied  by  repeated  attacks  of  pain 
and  hemorrhage— examination  shows  a  swelling  such  as  has 
been  described,  probably  much  more  tender  than  before  rupture, 
with  rigidity  of  the  overlying  muscles.  When  the  ovum  has 
been  expelled  from  the  tube  after  rupture  the  tubal  swelling  is 
reduced  in  size  and  may  disappear.  If  rupture  takes  place 
into  the  abdominal  cavity,  the  signs  of  free  fluid  will  soon  be 
apparent  If  it  takes  place  instead  into  the  broad  ligament, 
the  original  tubal  swelling  is  rapidly  disguised  by  the  blood 
which  distends  that  structure  and  forms  a  mass  which  is  recog- 
nized per  vaginam  as  lying  to  one  side  of  the  uterus  and 
crowding  it  to  the  other.  The  most  striking  feature  of  the 
picture,  however,  is  found  in  the  sudden  attack  of  agonizing 
pain,  the  shock,  and  the  symptoms  of  internal  hemorrhage  as 
shown  by  great  pallor  of  skin  and  mucous  membranes,  rapid 
and  feeble  pulse,  cold  extremities,  subnormal  temperature. 

Such  a  case  makes  so  profound  an  impression  on  the  attend- 
ant that  he  is  pretty  sure  to  recognize  it  when  he  meets  it  a 
second  time.  If  all  cases  were  of  this  g^ade  of  severity,  I 
doubt  whether  there  would  be  many  failures  to  make  a  diag- 
nosis. There  are,  however,  those  cases  in  which  a  few  lighter 
attacks  of  pain,  hemorrhage  and  syncope  are  observed  before 
the  great  catastrophe.  The  attacks  are  transitory  and  the 
patient  may  be  apparently  quite  herself  by  the  time  the  physi- 
cian reaches  the  bedside.  One  should  not  be  deluded  into  a 
sense  of  security  by  the  sudden  subsidence  of  the  symptoms. 
Rather  make  the  most  careful  pelvic  examination,  and  thus 
prove  or  disprove  the  existence  of  ectopic  gestation,  before 
dismissing  the  matter  as  being  of  minor  importance. 

The  resemblance  of  some  Cases  to  ordinary  abortion  is  all 
the  more  noticeable  on  account  of  the  uterine  hemorrhage 
which  is  observed  in  both  conditions.    Hemorrhage  may  occur 
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at  any  time  in  the  progress  of  an  ectopic  pregnancy,  and  is 
quite  sure  to  occur  during  and  immediately  following  rupture. 
The  uterus  performs  a  mimic  labor  during  which  the  useless 
decidua  which  it  has  formed  is  cast  off ;  occasionally  in  grayish- 
white  shreds  of  appreciable  size,  more  frequently  in  micro- 
scopic masses.  The  discharge  of  the  decidua  from  an  otherwise 
empty  uterus  is  a  postive  proof  of  tubal  pregnancy.  Some  skill 
with  the  microscope  is  required  to  make  the  necessary  exami- 
nation. 

Mistakes  are  to  be  expected  in  making  the  diagnosis  of 
this  diseased  condition,  exactly  as  in  any  other  part  of  the 
domain  of  medicine.  An  attack  of  acute  appendicitis  with 
exudate  in  the  pelvis,  a  small  ovarian  cryst  which  has  under- 
gone torsion  or  ruptured  pyosalpinx,  or  pregnancy  in  one  horn 
of  a  bifid  uterus  might  not  be  distinguishable  without  incision. 

While  there  is  much  ground  for  debate  between  medical  men 
and  surgeons  as  to  the  indications  for  operation  in  appendicitis, 
the  question  is  different  in  dealing  with  ectopic  pregnancy. 
In  discussing  this  question  we  should  have  clearly  in  mind 
the  difference  in  the  problem  depending  upon  the  stage  which 
the  pregnancy  may  have  reached.  The  period  when  prompt 
decision  and  action  are  required  is  in  the  early  weeks,  when  a 
fatal  issue  may  occur  so  suddenly.  The  well-established 
surgical  rules  for  these  cases  is  immediate  operation  when 
the  condition  of  the  patient  permits.  If  one  j&rst  sees  the  case 
some  hours  or  days  after  primary  rupture  has  taken  place, 
and  investigation  shows  that  there  has  been  rupture  into  the 
broad  ligament,  as  determined  by  hematocele  in  that  structure, 
watchful  delay  may  be  justifiable  if  the  patient  is  under  direct 
observation  of  a  medical  man  who  is  competent  and  prepared 
to  operate  at  a  moment's  notice.  In  the  present  state  of  our 
knowledge  such  a  course  certainly  is  not  entirely  free  from 
objection.  For  only  after  some  time  has  elapsed  can  one  be 
sure  (i)  that  rupture  is  complete  and  no  more  hemorrhage 
to  be  anticipated;  or  (2)  that  the  embryo  has  perished.  Until 
these  points  are  settled  the  patient  must  remain  a  source  of 
anxiety. 

Rupture  into  the  abdominal  cavity  demands  operation  imper- 
atively. In  the  presence  of  a  patient  almost  moribund  from 
loss  of  blood  there  might  be  some  doubt  as  to  whether  surgical 
intervention  should  be  delayed  for  a  few  hours,  to  allow  the 
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use  of  saline  transfusion  and  other  stimulating  remedies  which 
might  seem  appropriate.  If  the  patient  is  so  weak  that  opera- 
tion could  not  be  endured  one  should  certainly  attempt  stimula- 
tion, with  the  hope  of  a  temporary  improvement.  Different 
minds  look  at  this  dilemma  from  different  points  of  view.  If 
a  human  being  were  bleeding  to  death  from  some  vessel  on 
the  surface  of  the  body,  I  doubt  whether  any  one  of  us  would 
fail  to  secure  the  bleeding  point  at  once.  The  same  rule  should 
apply  in  this  emergency.  It  would  therefore  seem  unfortunate 
— ^may  be,  im justifiable — ^that  death  should  overtake  the  sufferer 
without  at  least  an  attempt  to  strike  at  the  very  essence  of  the 
peril,  namely,  the  continued  loss  of  blood,  no  matter  how 
critical  the  condition,  and  even  if  the  patient  dies  while  the 
operation  is  being  made. 

Operation  can  be  quickly  performed,  if  necessary,  under 
local  anesthesia.  After  the  incision,  the  ruptured  tube  is  easily 
found  and  delivered  through  the  wound.  Whenever  there  is 
the  utmost  necessity  for  speed  because  of  depression  of  the 
vital  powers  of  the  patient,  operation  might  be  terminated  at 
once  by  applying  one  hemostatic  clamp  beyond  the  outer 
extremity  of  the  tube  to  compress  the  ovarian  artery,  and 
another  at  its  junction  with  the  uterus  to  close  the  anastomosis 
of  the  ovarian  with  the  uterine.  No  hemorrhage  of  any 
magnitude  can  now  occur,  and  the  wound  may  be  partially 
closed  with  the  clamps  in  situ.  As  a  rule,  the  condition  of  the 
patient  will  permit  a  complete  operation,  viz.,  ligation  of  these 
vessels  and  excision  of  the  fallopian  tube.  The  ovary  is 
frequently  removed  with  the  tube.  I  can  see  no  reason  why 
this  should  be  done,  unless  it  were  in  the  interest  of  speed 
when  that  is  demanded,  or  because  of  disease  of  the  ovaiy 
itself.  The  abdomen  is  filled  with  blood,  clotted  and  fluid, 
and  in  favorable  cases  all  of  it  may  be  washed  out  with  normal 
salt  soUition,  some  of  which  should  be  left  when  the  incision 
is  closed.  In  this  manner  thirst  is  relieved  and  the  depleted 
blood  vessels  are  partly  refilled  and  the  tone  of  the  heart 

restored. 

♦        ♦        * 

W.  L.  McCreary,  M.D.: 

I  want  to  enter  my  protest  against  the  indiscriminate  use 
of  a  few  of  the  fads  of  some  of  the  modem  teachers.  It 
would  seem  from  the  frequency  that  I  get  the  answer  "curette 
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the  nterni"  that  the  students  had  all  been  advised  when  treating 
a  female  patient  and  did  not  know  what  else  to  do,  to  "curette 
the  uterus."  These  answers  come  to  everything  from  a  simple 
uterine  catarrh  to  puerperal  septicemia,  and  would  indicate 
that  every  newly  fledged  M.D.  carried  a  pocket  curette.  I 
want  to  protest  against  the  very  prevalent  idea  that  curetting 
the  uterus  is  a  very  simple  operation  and  one  that  any  country 
doctor  can  perform  without  assistance  or  preparation.  If 
needed  and  properly  done  it  is  a  serious  operation,  and  ode 
that  requires  a  careful  and  skillful  hand  and  a  careful  selection 
of  instruments. 

If,  after  a  two  or  three  months  abortion,  the  sectmdines 
are  simply  retained,  a  spiral  curette  will  probably  remove  them 
wQithout  injury  to  the  uterus,  and  a  hot  saline  douche  will 
probably  be  all  that  will  be  necessary,  but  if  adherent,  then 
nothing  but  a  sharp  curette  will  answer.  And  after  anesthetiz- 
ing the  patient,  a  very  thorough  dilation  of  the  cervix  should 
be  made;  it  should  be  great  enough  to  insure  free  drainage 
and  if  possible  to  allow  the  insertion  of  the  finger.  Great  care 
should  be  exercised  lest  the  uterus  be  punctured,  and  great 
care  should  also  be  used  to  remove  all  foreign  matter;  a  hot 
saline  douche  and  lastly  a  careful  packing  with  strips  of 
sterile  gauze,  which  will  catch  and  remove  many  remaining 
and  detached  particles  of  debris. 

It  is  almost  criminal  for  such  operations  to  be  performed  by 
unskilled  and  ignorant  physicians,  and  that  there  is  not  more 
harm  done,  is  due  naore  to  their  timidity  and  the  use  of  a 
dull  curette  than  anything  else,  as  in  many  cases  I  know  it  is 
a  deception,  not  an  operation. 

J.  E,  King,  M.D. : 

In  the  treatment  of  fraotnres  with  molded  plaster-of-parii 
iplintiy  the  plaster-of-paris  should  be  of  the  best  quality  and 
the  best  of  crinolin  without  bars  should  be  used. 

Crinolin  is  a  material  that  dressmakers  use  for  stiffening 
in  dresses.  The  crinolin  contains  considerable  sizing,  which 
should  be  washed  out  of  it,  for  it  is  detrimental  to  its  use 
as  a  plaster  bandage.  Dry  press  and  cut  into  strips  the  widdi 
of  the  desired  bandage  and  then  roll.  Three  widths  are 
ordinarily  useful,  namely,  two,  three  and  five  inches.  It 
should  be  four  yards  long.    One  should  make  his  own  plaster 
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roller  bandages.  It  is  possible  to  buy  plaster  roller  bandage 
in  sealed  packages  in  widths,  two  and  one-half,  three  an( 
five  inches  and  five  yards  in  length  at  a  cost  of  twenty  to  thirt 
cents  per  bandage.  These  are  ordinarily  made  of  unwashei 
crinolin  and  the  plaster  will  not  set  quickly  enough,  due  t 
the  sizing  that  the  crinolin  contains. 

A  long,  shallow  box  or  a  tin  pan  is  needed  to  hold  the  plastei 
of-paris.  It  takes  two  persons  to  roll  the  bandage  with  facility 
one  to  manage  the  roill  of  crinolin  to  keep  it  straight  as  i 
unwinds,  spread  the  plaster  over  the  crinolin,  while  the  othc 
draws  it  across  the  plaster  in  the  box  and  rolls  up  the  bandag 
loosely  and  evenly.  It  requires  only  five  or  ten  minutes  t 
prepare  enough  rollers  to  dress  any  fracture. 

The  advantage  of  making  one's  own  plaster  bandages  is  tlu 
they  are  made  the  desired  width  and  have  the  proper  amour 
of  fresh  plaster-of-paris  in  them,  and  are,  therefore,  more  likei 
to  set  readily  upon  being  wet.  If  many  bandages  are  made  i 
once  they  may  be  kept  in  a  tin  box  sealed  up  with  a  piece  c 
adhesive  plaster  put  around  the  top  after  the  lid  is  put  on,  an 
the  box  kept  in  a  dry  place. 

It  is  important  in  making  the  plaster  rolls  to  put  just  enoug 
plaster  into  the  bandage  and  to  distribute  the  plaster  even! 
through  the  meshes  of  the  crinolin.  The  proper  amount  c 
plaster  to  put  into  the  bandage  can  only  be  learned  by  exper 
eiice  in  making  and  using  them.  One  common  error  is  t 
spread  the  plaster  too  thickly.  The  water  in  which  the  banc 
ages  are  to  be  dipped  should  be  lukewarm  and  of  sufficier 
depth  to  cover  bandage  when  set  upon  end,  as  they  alwa) 
should  be  set — on  end,  to  keep  the  plaster  from  running  ou 
The  water  working  its  way  into  the  meshes  of  the  bandag 
displaces  the  air  in  the  bandage,  which  is  indicated  by  tb 
bubbles  rising  to  the  surface  of  the  water.  As  soon  as  th 
bubbles  have  stopped  issuing  the  plaster  is  thoroughly  w( 
throughout  the  bandage.  If  the  plaster  does  not  set  as  soo 
as  you  would  like  for  it  to,  add  about  oz.  ss  of  salt  to  one  quai 
of  water.  If  you  want  it  to  set  slowly,  leave  the  sizing  in  th 
crinolin.  In  adding  salt  to  the.  plaster-of-paris  it  makes  i 
brittle,  and  therefore  it  cracks  and  crumbles.  TTie  plaste 
bandage  should  be  lifted  from  the  water  carefully  with  boti 
hands  holding  the  two  ends  so  as  to  retain  as  much  plaster  a 
f»ossible  within  the  roll.    The  bandage  should  then  be  wrunj 
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slightly  so  as  to  get  rid  of  the  surplus  water  while  the  hands 
j»till  grasp  its  ends.  The  bandage  should  then  be  unrolled  into 
a  strip  just  the  length  you  want  it  before  being  applied  to  the 
fractured  limb.  Before  putting  it  on  cover  the  side  that  goes 
next  to  the  skin  with  a  piece  of  muslin  to  keep  the  hairs  from 
sticking  to  the  plaster,  and  you  will  have  no  trouble  in  remov- 
ing it  for  inspection. 

4:  4c  4c 

Julia  C.  Strawn,  M.D. : 

With  reference  to  tnigical  care  after  laoerations,  many 
physicians,  general  practitioners,  as  soon  as  they  repair  the 
mucous  membrane  think  their  task  finished.  It  seems  to  me 
that  the  muscles  are  entirely  separated,  if  torn,  and  in  repairing 
the  laceration  there  must  not  only  be  a  union  of  the  mucous 
membrane,  but  a  union  also  of  the  muscles.  Most  of  the  cases 
that  I  have  seen  have  come  from  the  connective  tissues,  and 
the  muscles  have  been  brought  together  even  though  there 
had  been  a  slight  tear,  and  we  have  always  got  a  good,  firm 
union.  It  has  also  been  my  custom  to  give  a  gentle  massage 
to  the  uterus — a  ten-minute  gentle  massage.  This  stimulates 
the  circulation  and  expels  anything  that  might  be  retained. 
It  also  stimulates  the  liver  and  one  is  not  so  liable  to  get  a 
posterior  displacement.  Most  of  us  allow  the  patient  to  lie 
ion  her  back.  I  advise  them  not  to  lie  on  the  back  after 
childbirth,  but  to  make  it  a  practice  to  lie  on  the  side,  and  then 
with  the  massage  you  avoid  retro-displacements.  It  has  been 
my  practice  to  give  the  patient  a  full  diet  immediately,  if 
they  are  able  to  take  it,  and  I  have  found  no  ill  eflfects  from  it. 

nn         m^         na 

Walter  Spencer,  M.D. : 

I  have  had  an  unusual  case  of  perineal  rupture,  and  recently 
attended  a  vertex  presentation,  first  position.  After  delivery 
of  the  head  the  infant's  body  slid  past  the  vulva  into  the 
nurse's  hands,  the  thighs  and  legs  followed;  but  as  one  foot 
fell  free  the  other  gave  a  strong  spasmodic  kick  at  the  four- 
chette,  which  split  at  once,  and  the  toes  scraped  through  a  rent 
over  an  inch  in  length. 

The  perineum  had  been  preserved  during  the  passage  of 
head  and  shoulder.  The  hands  of  the  nurse  were  occupied; 
one  of  mine  was  over  the  fundus  uteri.  If,  with  the  other,  I 
had  gripped  the  legs  together  the  accident  might  have  been 
prevented. 
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R.  R.  Huggins,  M.D.: 

I  believe  that  the  time  has  arrived  when  the  diagnosik 
of  ectopic  gestation  should  be  made  previous  to  the  time  of 
rupture  in  at  least  90  per  cent,  of  cases.  Unfortunately  the 
physician  is  not  always  called  until  serious  symptoms  have 
occurred.  However,  in  the  study  of  many  cases  reported,  we 
find  that  they  have  been  wrongly  diagnosed  by  good  physicians. 
One  of  the  most  important  factors  in  its  early  recognition  is 
the  careful  study  of  the  patient's  history,  not  for  a  month,  but 
for  a  number  of  years  previous  to  the  development  of  symptoms 
suspicious  in  character.  By  careful  inquiry,  a  history  suggest- 
ing some  previous  tubal  infection  will  be  found  in  the  great 
majority  of  cases.  The  patient  may  have  been  pregnant  soon 
after  marriage,  six  or  eight  years  before,  but  never  since. 
She  may  give  a  clear  history  of  pelvic  disturbance  at  some 
time  during  the  past;  in  some  instances  severe,  in  others  of 
such  mild  character  that  they  may  be  overlooked.  A  period 
of  sterility  is  strong  evidence  in  favor  of  previous  disease  of 
the  fallopian  tubes.  It  is  tnte  that  all  patients  do  not  give 
a  definite  history  of  tubal  disease,  but  that  many  do  give  such 
history  was  recognized  and  commented  upon  by  the  earliest 
investigators.  As  corroborative  evidence  in  the  presence  of 
suspicious  symptoms  it  is  then  of  considerable  importance. 

The  writer  is  well  aware  that  cases  have  been  reported  where 
ectopic  gestation  occurred  in  normal  tubes.  How  frequently 
this  happens  it  is  difficult  to  determine.  In  his  experience  it 
has  not  been  observed  in  a  single  instance. 

When  a  woman,  whose  menstrual  period  has  been  regular 
for  some  time  previously,  misses  ,or  goes  beyond  her  time  for 
menstruation,  she  will  suspect  pregnancy.  If  a  flow  from  the 
vagina  begins  in  a  period  varying  from  four  to  five  days  to 
three  weeks  after  the  regular  time,  continuing  more  or  less 
regularly,  accompanied  by  pains  periodic  in  character  located 
in  the  hypogastrium  or  on  either  side,  extrauterine  pregnancy 
should  at  once  be  suspected  by  the  physician,  unless  some  other 
well-defined  condition  is  present  to  account  for  it.  This 
vaginal  hemorrhage  may  be  dark-colored  blood  coagulated  at 
times ;  at  others  a  blood  tinged  leucorrhea,  or  in  some  instances 
it  may  be  bright  red.  If  it  is  profuse  in  quantity  it  is  more 
likely  to  be  bright  red  in  color.  It  is  usually  described  by 
the  patient  as  being  different  from   the  normal  menstrual 
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flow  and  is  therefore  atypical.  This  hemorrhage  is  doubtless 
due  to  the  separation  of  the  ovum  from  its  cyst  wall,  or  to 
the  separation  of  the  decidua  from  the  uterus.  In  the  writer's 
opinion  the  first  factor  is  important,  because  in  his  experience 
the  hemorrhage  from  the  vagina  has  been  more  profuse  in 
those  patients  where  the  ovum  was  situated  in  the  tube  near 
the  uterus.  Also,  when  the  hemorrhage  was  free  the  spas- 
modic pains  were  more  frequent  and  of  greater  severity.  When 
the  ovum  was  located  nearer  the  fimbriated  end  of  the  tube 
these  symptoms  were  not  so  prominent.  The  above  points 
may  be  of  value  in  the  probable  location  of  the  ovum,  and  if 
present  indicate  the  necessity  for  early  diagnosis  and  operation. 
It  is  well  known  that  when  the  ovum  is  located  near  the 
uterus  profuse  hemorrhage  may  be  expected  at  the  time  of 
rupture.  The  pains  are  due  to  the  attempt  of  the  tube  to 
«xpel  the  ovum  or  escaped  blood  which  act  as  foreign  bodies. 
There  may  be  a  number  of  severe  attacks  of  pain  lasting 
over  a  period  of  several  weeks  before  the  final  rupture  occurs. 
It  is  not  infrequent  that  considerable  blood  escapes  into  the 
abdomen  during  these  attacks,  but  not  sufficient  to  produce 
serious  symptoms.  There  are  undoubtedly  many  instances 
where  the  ovum  escapes  into  the  abdominal  cavity  with  but 
moderate  hemorrhage,  becomes  destroyed,  and  the  woman 
lecovers. 

T.  Fiaschi,  M.D. : 

I  will  report  a  case  of  diffuse  hypertrophy  of  one  breast. 
A  young  maiden  of  i2  years  for  two  years  had  noticed  her 
left  breast  gradually  increase  in  size,  without  any  pain,  until 
it  became  more  than  double  the  size  of  the  other.  On  inspec- 
tion the  left  breast  looked  turgid,  with  a  stream  of  large  blue 
veins  running  from  it  towards  the  middle  and  upper  part  of 
the  chest,  and  with  a  normal  nipple.  On  palpation  no  tumor 
could  be  felt  in  it,  but  the  substance  of  the  mamma  felt 
somewhat  uneven.  The  whole  mass  felt  elastic,  but  no  true 
fluctuation  could  be  elicited.  An  exploration  of  the  breast  was 
made  according  to  Warren's  plastic  resection  method,  and 
having  turned  the  breast  over  numerous  punctures  in  the 
gland  were  made  in  all  directions  with  an  aspirator's  needle 
without  obtaining  any  fluid.  No  adenomata  could  be  felt,  but 
to  make  sure  a  deep  incision  was  made  in  the  thickest  part  of 
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the  gland.  No  adencma  were  found.  A  small  wedge  of 
breast  was  removed  and  examined  by  Dr.  Sydney  Jamieson, 
pathologist  to  the  Sidney  Hospital,  who  pronounced  it  to  be 
chronic  mastitis. 

The  question  still  remains:  Is  this  painless  enlargement 
of  one  breast  in  a  virgin  really  due  to  chronic  mastitis,  or 
should  we  not  consider  it  as  a  case  of  diffuse  hypertrophy? 
Against  this  last  view  is  the  opinion  of  many  writers  on  the 
subject,  who  think  that  diffuse  hypertrophy  is  always  bilateral. 
On  the  other  hand  some  very  high  authorities  have  described 
cases  of  diffuse  hypertrophy  aflfecting  only  one  breast,  notably 
Dr.  Warren,  of  Boston,  who  describes  a  case  in  a  girl  of  17 
presenting  all  the  clinical  featurese  of  my  case.  This  he  con- 
siders typical  of  that  variety  of  diffuse  hypertrophy  which 
occurs  in  young  women,  the  other  variety  occurring  in 
pregnant  women.  Warren's  case  was  benefited  by  the  use  of 
a  supporting  bandage  for  one  year  and  a  half. 

4(  4^  * 

Drs.  A.  S.  and  Elliott  Kiblinger: 

The  battle  cry  henceforth  should  be  better  hygiene  and 
reduction  of  mortality  and  smaller  families.  Why  raise  so 
many  children?  Let  us  investigate  the  subject  from  a  patho- 
logical standpoint — we  will  but  remind  you  of  the  mortality  of 
child-birth;  grant  that  we  are  willing  to  take  that  chance, 
but  behold  the  morbidity!  In  looking  over  any  text-book 
on  obstetrics,  one  is  at  once  struck  with  the  fact  that  nearly 
one-half  the  subject  is  devoted  to  the  pathology  of  child-birth 
The  deaths,  the  suffering,  the  invalid  lives,  the  ruined  anatomy 
of  millions  of  God's  most  beautiful  statues — women — ^but  tell 
of  the  havocs  of  child-birth. 

In  justice  to  the  subject,  it  is  but  right  that  a  treatment  be 
advised.  Instead  of  the  ladies  of  the  civilized  world  going  to 
the  doctor's  office  every  month  for  treatment  for  amenorrhea, 
which  now  obtains,  let  either  the  men  or  women  be  treated 
with  the  X-ray,  which,  while  it  sterilizes,  does  not  produce 
impotency.  If  they  are  not  so  situated  as  to  be  able  to  secure 
that  treatment,  then  let  them  have  their  family  physician 
throw  a  ligature  around  the  tube  or  vas. 

R.  A.  Hicks,  M.D.: 

While  I  do  not  believe  that  all  cases  of  pernicious  vomiting 
of  pregnancy  have  an  auto-toxic  origin,  still  I  believe  that  a 
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large  proportion  of  these  cases  are  due  to  hepatic  insufficiency 
and  toxemia.  The  best  results  will  be  obtained  by  treatment 
directed  to  this  cause.  While  not  ignoring  the  value  of 
hygienic  dietetic,  and  medical,  and  even  local  treatment — ^treat- 
ment promptly  directed  to  the  correction  of  an  hepatic  insuffi- 
ciency and  toxic  blood-state,  whether  the  clinical  picture  of 
the  toxemia  of  pregnancy  is  present  or  not. 

Regulate  the  diet,  and  if  necessary  nourish  by  rectal  feeding, 
stimulate  liver  and  bowels,  secure  free  action  of  kidneys  by 
the  free  injection  of  plain  water  or  colonic  infusion  of  saline 
solution.  Frequently  repeated  colonic  flushings  are  most 
valuable  to  relieve  the  toxemia  or  hepatic  insufficiency  and  the 
thirst  so  often  present* 

Likewise  in  severe  cases  intra-venous  infusions  of  the  saline 
solution  will  prove  valuable. 

The  hygiene  should  be  carefully  regulated;  kind  treatment 
and  pleasant  surroundings  are  of  the  greatest  value.  Sexual 
intercourse  is  to  be  prohibited  in  grave  cases ;  rest  in  bed,  and 
perfect  quiet  is  necessary.  Liquid  food  such  as  milk  and  lime 
water,  tgg,  beef  juice,  clam  broth  should  be  tried,  and  if 
rejected,  food  in  very  small  quantities,  at  short  intervals.  At 
times  liquids  given  with  cracked  ice  are  more  acceptable; 
in  other  cases  hot  milk,  broths  and  peptones  are  better  suited. 
Imported  ginger  ale  and  champagne  are  most  grateful. 

Among  the  medicines  most  useful  is  oxalate  of  cereum, 

iodine,  nuxvom.,  ipecac,  hydrochloric  acid,  menthol  and  cocaine 

as  a  spray,  or  internally  in  very  small  doses.     Creosote  is 

sometimes  useful. 

*        *        * 

Lewis  C  Morris,  M.D. : 

My  especial  interest  in  my  subject  began  in  1901,  when  I 
executed  the  second  Caesarean  section  ever  performed  in  the 
State  of  Alabama,  whereby  the  lives  of  both  mother  and  child 
were  conserved.  I  became  convinced  at  this  time  that  this 
procedure  possessed  superior  advantages  over  many  of  the 
obstetric  operations  which  were  in  general  use,  and  that  its 
field  of  usefulness  was  far  broader  than  was  generally  con- 
sidered by  the  profession.  My  subsequent  experience  in  these 
cases  and  in  abdominal  surgery  generally  has  convinced  me 
of  the  correctness  of  these  views. 

When  it  is  taken  into  consideration  that  by  actual  measure- 
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ment  about  lo  per  cent,  of  all  white  women  in  America  will 
be  found  to  have  contracted  pelves,  and  that  2  per  cent,  are 
contracted  to  such  an  extent  as  to  mechanically  obstruct  the 
delivery  of  the  child,  and  to  demand  some  operative  interfer- 
ence, and  that  on  the  selection  and  election  of  the  operative 
procedure,  and  the  promptness  with  which  it  is  done,  frequently 
depends  the  life  of  the  mother  and  more  frequently  the  child, 
we  can  but  be  impressed  with  the  importance  of  this  subject 

I  have  adopted  in  my  cases  the  following  technique:  A 
median  incision  through  the  abdominal  wall,  about  twenty 
centimetres  in  lengtji,  one-third  being  above  and  two-thirds 
below  the  umbilicus.  The  uterus  is  then  delivered  through 
this  incision  and  the  peritoneal  cavity  is  thoroughly  protected 
and  packed  off  with  towels  wrung  out  of  sterile  salt  solution. 
The  uterine  arteries  are  then  grasped  at  the  cervix  by  an 
assistant,  and  a  longitudinal  incision  in  the  anterior  surface 
of  the  uterus  of  about  twelve  centimetres  in  length  is  made. 
It  is  my  observation  that  it  is  very  diflScult  to  determine  the 
location  of  the  placenta,  but  an  incision  made  over  it  in  no  wise 
complicates  the  operation,  as  the  ccwnpression  of  the  uterine 
arteries  absolutely  controls  hemorrhage.  The  child  is  then 
delivered,  the  placenta  separated  and  removed  along  with 
the  membranes.  The  cord  is  clamped  and  cut,  and  the  child 
is  turned  over  to  an  assistant  to  resuscitate.  The  uterine 
wound  is  then  closed  by  a  continuous  chromicised  catgut 
suture,  which  is  inserted  just  underneath  the  peritoneum  and 
comes  out  just  superficial  to  the  endometrium.  This  suture 
extends  from  one  end  of  the  incision  to  the  other,  and  is  so 
introduced  as  to  thoroughly  approximate  the  margins  and  to 
leave  no  dead  spaces.  Interrupted  Lembert  sutures  are  then 
introduced  to  approximate  the  peritoneum.  The  abdominal 
incision  is  then  closed  in  layers. 

In  infected  cases  the  incision  is  closed  as  described,  except 
three  centimetres  at  the  lower  angle,  and  the  drainage  is 
established  by  introducing  a  continuous  through  and  through 
catgut  suture  into  the  uterine  wall  for  the  purpose  of  exerting 
pressure  and  controlling  the  hemorrhage,  and  then  suturing 
the  parietal  peritoneum  to  the  uterine  peritoneum  near  the 
margin  of  the  incision.  The  abdominal  incision  is  then  closed 
by  through  and  through  silkworm  sutures,  except  that  portion 
of  it  over  tlie  opening  in  the  uterus.  A  Mikulitz  wick  is 
introduced  through  the  abdominal  wall  into  the  uterine  cavit}'. 
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B.  L.  Eastman,  M.D.: 

In  my  opinion  every  retro-displaced  utems  is  a  pathologic 
entity  regardless  of  complications,  because :  First,  every  uterus 
lying  in  such  an  abnormal  position,  in  a  space  not  intended 
for  it,  does  cause  trouble  in  the  organism  whether  it  be  the 
clinical  signs  so  long  recognized,  or  whether  it  be  a  more 
intangible  affection,  such  as  sterility,  nervousness,  gastric 
neurosis,  neurasthenia,  or  distant  neuralgia.  Second,  every 
mobile  retro-displaced  uterus  is  the  beginning  of  a  prolapsus ; 
whether  this  latter  shall  mature  or  not  depends  on  the  woman's 
work,  her  vitality,  and  her  procreative  activity.  And  third, 
it  goes  without  saying  that  there  may  be  retro-displacement 
complicated  by  fixation,  tumor,  tubal  or  ovarian  disease, 
regardless  of  definite  symptoms.  Two  procedures  have  stood 
the  test  of  time  and  proven  themselves  worthy.  These  are 
ventrofixation  and  the  shortening  of  the  round  ligaments. 

VentrO'fixation  is  for  sterile  women  only.  It  is  not  safe 
for  any  woman  who  may  later  conceive.  If  done  in  a  poten- 
tial mother,  she  must  at  the  same  time  be  sterilized  by 
removal  of  the  tubes  or  ovaries  or  both.  The  indications 
for  the  operation  are  sharp  and  well-defined;  it  is  useful 
in  cases  where  there  is  a  marked  descent  of  the  uterus  in 
addition  to  the  backward  displacement;  it  is  the  operation 
of  choice  in  women  at  and  just  after  the  meno-pause,  for  in 
these  patients  the  resiliency  of  the  tissues  is  failing  and  a 
solid  support  must  be  had  either  from  above  or  below.  The 
technique,  while  simple,  requires  attention  to  details ;  the  chief 
points  are:  First,  to  secure  the  fundus  low  in  the  abdominal 
incision.  Second,  to  hold  it  by  transfixing  it  with  sutures 
behind  rather  than  in  front  of  its  transverse  axis,  giving  it 
thus  a  certain  amount  of  ante-flexion.  Third,  the  dome  of  the 
fundus  must  be  extra-peritoneal  and  secured  to  the  abdominal 
muscles  and  fascia,  not  to  the  serosa  alone  or  in  comtjination 
with  these  structures. 

This  operation  in  properly  selected  cases,  done  with  careful 
detail,  is  as  sure  in  results  as  any  elective  procedure  I  know 
of  and  it  **makes  good"  in  the  most  satisfactory  way  to  patient 
and  doctor  alike. 


!•» 


L.  Eliot,  M.D.: 

The  operation  for  liemorrlioids  which  has  given  me  uniformly 
good  results  is  the  "suture-clamp  operation,"  whether  it  be 
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done  with  the  Erwin,  McLean,  or  Earle  instrument.  In  the 
first  two,  the  sutures  are  interrupted,  while  in  the  third  the 
suture  is  continuous.  McLean's  clamp  has  slits  upon  the 
upper  surface  of  the  blade  for  passing  the  sutures,  but  the 
blades  are  not  parallel,  thereby  making  an  uneven  pressure 
upon  the  base  of  the  pile.  Erwin's  clamp  is  constructed  in 
the  same  manner  as  McLean's,  but  the  blades  are  a  close 
parallel.  Earle's  clamp  has  no  slits,  and  closes  with  parallel 
blades.  His  latest  model  is  curved,  with  a  small  hook  at 
the  end  of  the  blades  to  facilitate  tightening  the  sutures. 

Earle  draws  the  tumor  down  with  a  forceps,  applies  tlie 
clamp,  cuts  off  the  tumor,  and  passes  the  suture  around  the 
clamp  a  sufficient  number  of  times  to  close  the  wound  made, 
and  ties  the  two  ends.  If  there  are  several  tumors  he  divides 
the  mucous  membrane  at  the  posterior  commissure  and  anchors 
his  suture  there;  the  tumors  are  brought  down  and  held  with 
forceps,  then  attacked  one  after  another,  the  same  suture  of 
heavy  catgut,  closing  all  the  wounds,  to  be  tied  at  the  point 
of  original  anchorage. 

Erwin's  operation  brings  the  tumor  down  with  forceps,  the 
clamp  is  then  applied,  using  such  pressure  as  judgment  dictates, 
the  sutures  are  passed,  and  the  tumor  cut  away,  the  sutures 
are  tied  and  the  clamp  is  released.  The  tumor  may  be  excised 
before  passing  the  sutures  if  desired.  I  use  catgut  and  allow 
the  sutures  to  fall  away. 

In  any  of  these  operations  the  gauze,  which  was  passed  into 
the  rectum  at  the  commencement  of  the  work  is  now  with- 
drawn, the  wounds  dressed  with  iodoform,  boric  acid  or  a 
solution  of  the  bichloride  of  mercury.  Opium  is  given  to 
relieve  pain  and  procure  rest.  The  opium  is  best  given  in 
the  form  of  a  suppository  in  combina^on  with  extract  of 
belladonna.  On  the  fourth  day,  it  is  usual  for  the  attendant 
to  give  a  dose  of  cascara ;  when  there  is  an  inclination  for  the 
movement,  warmed  sweet  oil  is  injected  into  the  rectum,  in 
order  to  prevent  pain  and  tearing  of  the  sutures  by  hardened 
feces.  On  the  same  day  the  patient  is  out  of  bed  and  in  two 
weeks  is  discharged  from  treatment. 

4e  *  « 

James  S.  Raudenbush,  M.D. : 

I  had  the  good  fortune  of  seeing  a  case  in  consultation  in 
which  the  child  was  an  "asexual  monster  with  exstrophy  of 
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the  abdominal  viscera."  The  attendant,  Dr.  Zoells,  who  called 
me,  realized  that  he  had  an  unusual  condition.  From  the 
vulva  there  protruded  a  rather  peculiar  mass  resembling  a 
bunch  of  worms.  I  have  never  seen  a  condition  like  it.  Intro- 
ducing my  hand,  I  felt  what  seemed  to  be  a  hard,  edematous 
cervix,  as  when  the  head  pushes  down  upon  it,  but  I  soon 
discovered  that  this  was  not  the  case,  and  later  I  found  it 
was  the  liver.  I  extracted  the  child.  There  was  a  breech 
presentation.  I  found  that  the  head  and  shoulders  were  prac- 
tically normal.  The  left  hip  was  higher  than  the  right.  The 
left  thigh  was  shorter  than  the  right  one  and  so  was  the  leg, 
and  this  could  not  be  straightened  out.  The  other  limb  was 
normal.  From  the  umbilicus  down  to  the  pubic  bone  there  had 
been  no  union  and  from  this  opening  extruded  the  liver  and 
bowels.  There  was  no  evidence  of  sex.  There  was  a  slight 
depression  at  the  location  of  the  anus ;  whether  it  was  perforate 
or  not  I  cannot  tell.  Instead  of  a  cord  there  were  m^embranes 
coming  up  on  either  side,  and  in  these  the  blood-vessels  went 
up  to  the  placenta. 

«  «  4e 

R.  J.  O'Shea,  M.D.: 

Expectant  treatment  is  contra-indicated  in  all  cases  of 
accidental  hemorrhage,  while,  in  the  various  cases  that  I  have 
plugged  and  seen  plugged,  I  have  never  seen  the  procedure, 
if  properly  done,  fail  to  stop  bleeding.  There  is,  however, 
one  word  of  warning  needed,  that  vaginal  plugging  causes 
shock  and  your  patient  will  not  respond  to  your  attempts  to 
relieve  it,  as  well  as  you  might  wish,  until  the  plug  is  removed. 
If  the  plug  is  not  rightly  and  tightly  inserted,  it  does  no  good 
and  the  sign  of  this  will  be  that  blood  will  ooze  through  it. 
If  this  occur,  you  must  take  it  out  and  replug. 

To  plug  the  vagina,  boil  in  lysol  pledgets  of  wool,  about 
the  size  of  the  top  of  a  thumb.  Lysol  acts  as  a  lubricant. 
Gauze  may  be  used,  but  it  will  not  plug  like  small  pledgets  of 
cotton.  The  woman  lies  either  in  the  left  lateral  position  or 
on  the  back,  with  her  hips  projecting  over  the  edge  of  the  bed. 
Use  all  surgical  precautions  as  regards  yourself  and  patient. 
Pass  catheter  so  as  to  make  room  in  your'  vault.  Insert  the 
half  of  your  left  hand  into  vagina  and  use  it  as  a  posterior 
speculum.  Both  pull  back  the  perineum  and  open  the  orifice 
of  the  vagina  with  it.    The  finger  tips  of  your  left  hand  reach 
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up  to  the  posterior  fornix  and  are  able  to  hold  the  first  plugs 
in  position.  Take  one  pledget  squeezed  dry  and  push  it  with 
fingers  of  right  hand  well  home  into  the  posterior  fornix, 
then  into  one  lateral,  next  into  other  lateral  fornix  and  a  fourth 
into  the  anterior  fornix.  Continue  pushing  in  one  by  one 
until  cervix  is  firmly  and  securely  ringed  l)y  pledgets.  The 
ring  around  the  cervix  is  the  foundation  of  the  vaginal  plug. 
If  it  is  not  firm  it  is  useless.  Then  fill  the  vagina  from  above 
downwards  until  you  have  filled  it  to  the  orifice  of  the  urethra. 
Put  pad  over  vagina  and  bandage.  Then  put  on  tight  binder 
and  pin  firm  from  above  downwards. 

How  does  the  vaginal  plug  stop  bleeding?  Various  theories 
liave  been  advanced,  (a)  Some  have  held  that  the  bleeding 
is  stopped  by  increased  intra-uterine  pressure  and  that  blood 
cannot  be  poured  out  into  a  uterus  squeezed  between  a  tig^t 
bihder  and  a  vaginal  plug,  (b)  Others  think  the  plug  pressure 
irritates  the  cervical  ganglia  and  so  excites  contraction  of  the 
uterus. 

The  most  plausible  reason,  I  think,  is  that  the  plug  presses 
on  the  uterine  arteries.  The  uterine  reaches  the  side  of  the 
uterus  at  the  level  of  the  internal  os.  Whether  this  explanation 
is  right  or  not  I  cannot  say.  I  am  sure  that  the  efficiency  of 
the  plug  depends  on  the  efficiency  with  which  we  run  the  plug 
towards  the  uterine  arteries. 

Having  now  plugged  the  vagina  and  stopped  hemorrhage, 
treat  patient  for  collapse.  Remember  the  vaginal  plug  causes 
shock,  which  complicates  the  collapse  and  renders  your  treat- 
ment less  successful  than  you  would  wish.  The  treatment  of 
shock  I  shall  pass,  as  it  varies  with  the  individual  operator. 

When  shall  we  take  out  the  plug?  I  think  it  should  be 
removed  within  six  hours,  which  is  too  long  if  the  plug 
produces  much  shock.  When  you  remove  the  plug  you  may 
find  the  os  the  same  size  as  when  you  plugged,  but  when 
the  cervical  ring  of  pledgets  is  taken  away  the  os  widens  to 
full  dilatation.  The  contractions  of  the  uterus  that  have  led  to 
this  dilitation  are  painless,  possibly  because  the  plug  presses 
on  or  paralyses  the  cervical  nerve  ganglion.  If  the  os  is  not 
sufficiently  dilated  for  the  delivery  of  the  child,  watch  your 
patient ;  if  more  bleeding  occurs,  replug.  Labor  is  often  very 
rapid,  easy  and  painless.  The  os  is  paralysed  by  pressure, 
vagina  enormously  distended  by  the  plug. 
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If  the  child  is  not  delivered  quickly  deliver  by  forceps  or 
bring  down  the  legs  as  the  case  may  be.  Be  prepared  for 
post-partum  hemorrhage,  as  it  is  very  likely  to  occur.  A  little 
post-partum  hemorrhage,  following  ante-partum  bleeding,  may 
lead  to  dangerous  results. 

Do  not  wait  long  for  placenta  if  any  bleeding  occur  between 
the  delivery  of  the  child  and  that  of  the  placenta.  Express  or 
remove  by  hand  and  give  copious  intra-uterine  douche.  Lastly, 
remember  that  the  plug  |eads  to  maceration  of  the  vagina 
epithelium  and  bleeding  miakes  the  patient  weak,  hence  she  is 
rendered  more  liable  to  puerperal  sepsis,  unless  great  precau- 
tion be  taken. 

*  4e  « 

Wm.  H.  W.  Knipe,  M.D.: 

In  the  management  of  labor  there  are  many  different 
methods  advocated  for  delivering  the  child;  the  following 
technique  in  anterior  vertex  cases  we  have  found  very  satis- 
factory. When  the  advancing  head  distends  moderately  the 
perineum,  a  towel  wet  with  some  antiseptic  solution  and  wrung 
out  is  spread  over  the  right  gloved  hand  and  pressed  lightly 
against  the  perineum,  with  the  fingers  in  such  a  position  that 
the  thirnib  and  forefinger  surround  the  lower  part  of  the  vulva 
and  perineum,  and  the  knuckle  of  the  middle  finger  is  in  the 
region  of  the  anus;  the  fingers  of  the  left  hand  meanwhile 
push  back  the  anterior  commissure  of  the  vagina  well  down 
in  the  suboccipital  region  of  the  child;  with  pressure  by  both 
hands  held  in  these  positions  the  extension  and  advance  of  the 
head  are  easily  controlled  as  a  rule.  By  keeping  the  perineum 
always  in  sight,  by  retarding  the  head  in  the  above  method 
when  the  edge  of  the  perineum  becomes  white  and  by  allowing 
the  extension  when  circulation  is  re-established,  we  may,  if  we 
have  patience,  and  by  taking  in  some  cases  thirty  or  forty 
minutes  for  the  delivery  of  the  head,  if  the  child  is  in  good 
condition,  save  many  a  perineum  intact  which  at  first  sight 
seemed  so  rigid  that  a  large  tear  was  inevitable.  As  soon  as 
the  parietal  boss  on  either  side  escapes  from  the  vulva,  the 
patient  who  has  had  chlorofonn  only  at  the  time  of  the  pain,  is 
given  more  anesthetic,  and  the  head  which  is  held  absolutely 
under  control  by  the  method  described,  is  extended  by  upward 
pressure  of  the  knuckle  of  the  middle  finger  of  the  right  hand 
in  the  region  of  the  anus,  and  thus  the  head  is  slowly  bom  and 
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the  anesthetic  stopped.  The  physician  now  determines  if  the 
coils  of  the  umbilical  cord  are  around  the  neck ;  if  found,  these 
coils  are  either  slipped  over  the  child's  head  or  else  clamped 
and  cut. 

The  delivery  of  the  shoulder  now  occupies  our  attention. 
My  own  practice  is  to  retain  the  posterior  shoulder  within  the 
vagina  by  pressure  of  the  right  hand  against  the  perineum  and 
by  gentle  traction  downwards  on  the  child's  neck  the  anterior 
shoulder  is  born  under  the  symphysis.  The  head  of  the  child 
is  now  drawn  upward  and  thus  the  posterior  shoulder  slips  over 
the  perineum  followed  by  the  rest  of  the  child.  No  especial 
haste  is  indicated  in  the  delivery  of  the  shoulder.  One  should 
be  careful  not  to  allow  the  posterior  elbow  to  pass  over  the 
perineum  too  quickly,  else  a  laceration  may  ensue. 

After  the  birth  of  the  head  g^eat  aid  is  rendered  in  the  birth 
of  the  shoulders  and  in  the  prevention  of  later  bleeding  by 
having  an  assistant  press  down  firmly  upon  the  fundus  of  the 
uterus. 

We  strongly  recommend  the  use  of  the  wet  antiseptic  towel 
wrapped  around  the  hand  in  delivering  the  child,  because  in  any 
method  there  is  strong  possibility  of  contamination  from  the 
particles  of  fecal  matter  in  the  anal  region ;  by  removal  of  the 
wet  towel  we  have  at  our  disposal  a  gloved  sterile  hand  for 
introduction  into  the  uterine  cavity,  if  it  should  be  necessary 
on  account  of  hemorrhage  immediately  after  the  birth  of  the 
child  to  deliver  the  placenta  manually. 

4c  :{c  A 

L.  P.  McCalla,  M.D.: 

Immediately  after  a  major  surgical  operation,  not  only  is  it 
of  great  importance  for  the  prevention  of  dangerous  risks  to 
the  patient  to  offer  him  more  attention  than  is  ordinarily  given 
but  his  comfort  also  should  be  given  more  thought.  It  is  the 
custom  of  surgeons  to  see  the  patient  only  for  a  minute  after 
the  operation,  and  he  is  then  left  to  the  mercies  of  the  nurse 
and  interne.  After  giving  a  few  hurried  general  orders  and 
determining  the  condition  of  the  pulse  and  respiration,  the 
surgeon  probably  does  not  see  the  patient  again  until  evening, 
or  perhaps,  not  until  the  following  day. 

There  is  no  period  in  the  whole  time,  in  which  a  surgical 
patient  is  in  a  hospital  which  is  more  important  or  more  vital 
than  the  first  hours  after  he  has  gone  back  to  his  room  after 
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an  operation.  He  has  been  drowned  in  his  own  saliva,  poisoned 
by  the  anesthetic,  poisoned  by  re-breathing  his  own  respiratory 
cast-off  poisons,  shocked  and  depressed  naturally  by  the  severe 
ordeal  of  a  major  surgical  operation,  his  body  cold  from  being 
wet,  perhaps,  all  the  time  he  was  on  the  operating  table,  his 
limbs  and  back  aching  from  the  position  on  a  cold,  rough  and 
hard  table. 

We  can  do  much  to  prevent  these  discomforts  and  dangers 
by  having  a  softer,  warmer  and  smoother  bed  or  table.  A 
rubber  hot  water  or  air  bed  on  the  operating  table ;  warm,  dry 
sterilized  blankets,  wrapped  around  the  parts  not  to  be  exposed, 
keep  the  patient  dry  and  warm.  There  should  be  hot  water 
bottles  to  the  feet  during  an  abdominal  operation,  and  the  ether 
should  be  given  by  a  competent,  interested  anesthetist,  who  is 
giving  at  least  as  much  attention  to  the  work  allotted  to  him  as 
he  does  to  the  work  of  the  surgeon,  by  the  open  method,  taking 
pains  to  keep  the  mucus  and  saliva  wiped  out  of  the  throat, 
and  the  patient  just  sufficiently  anethetized  to  keep  him  per- 
fectly quiet  and  free  from  pain  and  not  poisoned  or  depressed 
by  the  ether,  watching  carefully  the  respiration  and  pulse  to  see 
that  no  shock  or  depression  to  the  vital  forces  shall  take  place. 

Much  can  be  done,  too,  by  the  nurse  in  placing  the  limbs, 
putting  pillows,  etc.,  for  the  patient's  comfort,  after  he  is  in 
bed,  to  keep  the  mouth,  eyes  and  face  clean,  and  giving  the 
personal  attention  that  the  ccxnfort  of  the  patient  demands. 

I  am  satisfied  that  most  of  the  cases  of  ether  pneumonia  are 
due  to  the  carelessness  of  the  anethetizer  in  not  keeping  the 
saliva  and  mucus  wiped  out  of  the  unconscious  patient's  mouth. 
And,  too,  this  danger  is  not  over  when  the  patient  leaves  the 
operating  table,  nor  until  entire  consciousness  has  returned. 
So  long  as  the  sensibilities  are  numbed,  the  secretions  may  be 
unconsciously  drawn  into  the  respiratory  apparatus  in  suffi- 
cient quantity  to  cause  sufficient  irritation  and  subsequent 
inflammation  to  induce  pneumonia. 

With  an  interested  attention  and  a  good  training  to  help  her, 
a  nurse  can  do  much  to  guarantee  the  patient's  comfort  and 
successful  convalescence.  If  the  nurse  be  incompetent,  indiflfer- 
ent,  or  having  other  demands  upon  her  time,  leaves  this  poor 
unconscious  and  depressed  patient  alone  immediately  after  a 
severe  operation,  there  is  ample  opportunity  for  many  things  to 
happen  that  will  induce  shock,  pneumonia  and  much  bodily 
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suffering.  No  patient  should  be  left  alone  one  minute  as  long 
as  he  is  not  entirely  conscious,  and  sometimes  it  is  very  unsafe 
then. 

Every  patient  who  has  a  severe  operation  should  by  all 
means  have  a  private  nurse,  for  at  least  the  first  few  days. 
Many  cases  of  delayed  shock  are,  in  my  judgment,  due  to 
neglect  of  the  patient  in  the  immediate  hours  following  his 
return  to  bed.  If  there  is  no  great  amount  of  shock  when  the 
patient  leaves  the  operating  room,  there  should  be  no  increase 
of  it  after  he  is  in  bed.  I  know  there  are  cases  of  delayed  shock, 
in  which  it  is  often  impossible  to  define  its  cause,  but  I  am  con- 
fident that  it  is  often  the  neglect  to  do  the  things  enumerated 
above  for  the  comfort  and  protection  of  the  patient,  by  the 
assistants  and  nurses,  causes  for  which  the  operator  is  not 
justly  to  blame.  At  least  I  am  confident  of  this  much,  that  to 
carry  out  all  the  things  which  can  be  and  should  be  done  to 
avoid  shock  and  depression  of  the  vital  forces  of  the  patient, 
will  render  these  cases  of  delayed  shock,  aspiration  or  ether 
pneumonia  much  less  common. 

To  prevent  severe  pain,  in  a  great  measure,  lessens  the 
danger  of  shock.  I  am  not  of  the  opinion  that  a  dose  of  mor- 
phin  should  be  given,  as  is  sometimes  the  universal  practice 
with  some  operators,  to  all  patients  before  they  are  awake 
from  the  anesthetic.  I  rarely  do  this,  in  fact,  only  where  I 
wish  to  prevent  the  bowel  from  moving  for  some  days,  as 
after  rectal  operation.  I  am  confident,  however,  that  we  may 
err  on  this  side,  too,  of  not  giving  morphin  often  enough.  But 
an  experience  of  several  years  without  giving  morphin,  save 
where  special  indication  arise,  has  convinced  me  of  the  harm- 
fulness  of  the  practice,  and  that  the  patient  will  convalesce 
much  faster  and  with  far  less  uncomfortable  symptoms  where 
it  is  not  given  than  where  even  one  dose  is  given. 

I  am  satisfied,  too,  that  with  increased  experience  and  with 
better  work  practically  all  of  the  dangers  of  shock  have  been 
eliminated  in  my  worjc,  and  that  this  is  the  experience  of  all 
men  who  reach  the  degree  of  excellence  necessary  to  be  classed 
as  surgeons.  I  am  in  the  habit  of  expecting  all  my  patients  to 
get  along  without  medicines  after  a  surgical  operation.  I  give, 
as  a  rule,  to  all  cases  where  any  infection  exists  or  where  there 
is  need  of  stimulation,  saline  solution  per  rectum,  which  is  the 
best  stimulant  and  eliminant  with  which  I  am  acquainted. 
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C.  R.  Robins,  M.D. : 

Recent  experience  with  a  somewhat  large  group  of  unusual 
and  interesting  cases,  in  which  ectopic  pregnancy  was  either 
suggested  or  strongly  indicated,  and  which  proved  in  some 
instances  to  be,  and  others  not  to  be,  ectopic  pregnancy,  have 
served  to  direct  my  attention  to  the  subject  of  this  paper.  I 
have  also  been  impressed  with  the  fact  that  general  practi- 
tioners do  not  seem  to  be  on  the  lookout  for  this  condition  as 
actively  as  they  are  for  other  of  the  more  modem  (  ?)  abdominal 
lesions.  No  patient  can  have  a  pain  in  the  abdomen  or  vomit- 
ing without  having  it  at  least  suggested  that  the  attack  is  one 
of  appendicitis,  while  ectopic  pregnancy  seems  to  have  passed 
into  a  period  of  neglected  old  age.  It  is,  however,  as  live  a 
question  to-day  as  it  has  ever  been,  and  there  are  doubtless 
more  cases  occurring  now  than  ever  before. 

It  is  not  my  purpose  at  this  time  to  enter  exhaustively  into 
*  the  discussion  of  the  various  signs  and  s)mfiptoms,  which  may 
be  found  in  any  good  text-book,  but  to  direct  attention  particu- 
larly to  some  of  the  points  brought  out  in  recent  experiences, 
and  especially  to  the  fact  that  ectopic  pregnancy  is  of  quite 
frequent  occurrence. 

In  my  experience,  the  most  frequent  mistake  which  I  have 
encountered  in  a  differential  diagnosis  of  ectopic  pregnancy 
has  been  that  the  case  has  been  mistaken  for  an  ordinary 
abortion,  and  has  been  referred  for  a  curettement.  In  most  of 
these  cases  the  signs  and  symptoms  have  been  quite  adequate 
to  permit  of  an  exact  diagnosis  previous  to  operation,  had  the 
attendant  once  thought  of  the  possibility  of  ectopic  pregnancy. 
The  reason  for  this  is  not  far  to  seek.  Abortions  are  of  such 
frequent  occurrence  that  when  the  patient  gives  the  ordinary 
symptoms  of  pregnancy  and  is  then  seized  with  pain,  flooding 
and  the  expulsion  of  clots  or  membranes,  the  symptoms  are 
no  further  analyzed,  and  the  case  is  diagnosed  as  abortion. 
I  find  that  Hirst,  of  Philadelphia,  has  had  the  same  experi- 
ence, and  he  states  that  in  seventy-four  cases  treated  by  him, 
twenty,  or  over  one-fourth,  had  been  diagnosed  by  the 
attendant  as  simple  abortions.  While  I  have  not  the  statistics 
at  hand,  I  am  inclined  to  believe  that  the  proportion  with  me 
has  been  even  greater.  A  most  unusual  case  was  recently 
related  to  me  by  an  esteemed  colleague. 

A  young  woman  discovered  that  she  was  in  the  early  months 
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of  pregnancy,  and  attempted  to  induce  an  abortion  by  the  use 
of  some  article  appertaining  to  the  female  toilette — ^possibly 
a  hat  pin.  Her  efforts  were  followed  by  a  flow  of  blood  and 
severe  pains,  and  she  considered  that  her  purpose  had  been 
accomplished.  As,  however,  the  flow  continued  to  an  alarming 
extent,  and  she  realized  that  she  had  become  quite  ill,  she 
called  in  my  friend,  who,  on  making  a  careful  examination, 
detected  a  mass  in  her  pelvis,  which  on  operation  proved  to  be 
a  ruptured  ectopic  pregnancy. 

So  frequently  is  ectopic  pregnancy  mistaken  for  an  early  abor- 
tion that  I  would  advise  that  every  case  of  abortion  be  subjected 
to  a  careful  and  painstaking  bimanual  examination  as  the  only 
method  of  preventing  embarrassing  and  perhaps  fatal  mistakes. 
Unfortunately,  the  ability  to  make  an  accurate  bimanual  exami- 
nation can  only  be  acquired  by  diligent  and  persistent  practice ; 
and  in  the  event  that  the  attendant  does  not  possess  sufficient 
experience  in  this  line  of  work  to  give  him  the  necessary  confi- 
dence in  his  findings,  it  becomes  his  duty  to  call  in  some  one 
who  can  give  him  the  information  he  desires. 

It  is  important  to  note  that  a  serious  rupture  may  occur  and 
objective  symptoms  may  be  entirely  absent.  In  such  cases 
we  have  to  place  our  entire  reliance  on  the  subjective  symptoms 
and  history  of  the  case ;  and  it  is  well  to  note  at  this  point  that 
these  are  most  frequently  suflSciently  clear  to  indicate  quite 
exactly  the  nature  of  the  complaint,  and  one  of  most  value  in 
arriving  at  diagnosis. 
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Treatment  of  Perityphlitis. — Klauber  (Med.  Klin.)  advises 
immediate,  and,  wherever  possible,  radical  operation  in  every 
stage  of  appendicitis.  He  claims  that  by  this  means  he  has 
reduced  the  mortality  of  the  cases  in  his  hands  from  39  per 
cent,  in  1905  to  12  per  cent,  in  1906,  and  8  per  cent,  in  1907* 
During  1902  to  1905  he  employed  the  expectant  treatment, 
with  the  following  results.  All  those  tabulated  are  late  cases 
—that  is,  operated  upon  over  forty-eight  hours  after  the  com- 
mencement of  the  illness : 

Abscess  incision 26    Two  deaths  from  fistula  and 

pleurisy  respectively. 

Extraperitoneal   appendectomy.   13    No  deaths. 

Laparotomies 21    Twelve  deaths — 57  per  cent. 

Total 60    Fourteen  deaths — 23.3  per  cent. 

From  August,  1905,  to  March,  1908,  all  late  cases  were  operated 
upon  at  once,  no  case  being  refused  operation,  with  the  follow- 
ing results : 

Abscess  incision 11     No  deaths. 

Laparotomies 40    Two  deaths — 5  per  cent. 

Total 51    Two  deaths — ^3.9  per  cent. 

Klauber  bases  his  opinion  upon  the  following  considerations: 
The  clinical  division  into  early,  intermediate,  and  late  stages 
was  found  in  numberless  cases  not  to  correspond  to  actual 
anatomical  conditions.  It  is  never  possible  to  tell  at  the  com- 
mencement of  a  case  whether  it  will  run  a  mild  or  severe 
course.  The  mortality  of  cases  operated  upon  in  early  and 
late  stages  is  not  comparable,  because  in  the  latter  a  waiting 
policy  has  been  employed,  and  operation  has  been  undertaken 
either  experitoneally  after  an  abscess  has  formed,  when  results 
have  been  excellent,  or  intraperitoneally  after  peritonitis  has 
occurred,  when  the  mortality  has  been  50  to  60  per  cent.  It  is 
to  avoid  this  mortality  that  Klauber  advises  early  operation  in 
all  cases.  Those  cases  which  would  otherwise  be  opened  extra- 
peritoneal ly  are  not  endangered  by  early  operation,  as  is  shown 
by  Klauber's  two  deaths.  The  one  died  from  an  abscess  of 
the  liver  present  at  the  time  of  the  operation,  the  other  from 
intestinal  paralysis  existent  four  days  before  operation,  while 
at  the  autopsy  the  peritoneal  purulent  exudation  was  found  to 
have  disappeared. 

On  the  other  hand,  a  waiting  policy  may  lead  to  disastrous 
results.  A  perityphlitic  movable  tumor  may  be  felt  in  the 
abdomen,  causing  no  severe  general  symptoms,  but  at  the 
operation  a  mass  of  omentum  containing  the  gangrenous  ap- 
pendix and  a  sanious  abscess  may  be  found,  the  whole  mass 
freely  movable.  Expectant  treatment  of  such  a  case  would 
lead  to  intraperitoneal  bursting  of  the  abscess  and  general  peri- 
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tonitis ;  or  a  second  abscess  may  be  fotmd  in  the  pelvis  as  well 
as  the  perit)rphlitic  abscess,  well  marked  off,  and  with  healthy 
surroundings. 

The  appendix  is  always  renwved,  because  the  author  finds 
that  only  in  this  way  can  the  various  burrowing  abscesses  be 
drained,  and  its  removal  means  also  the  removal  of  the  source 
of  infection.  This  has  not  been  found  difficult.  The  pelvis 
should  always  be  examined,  even  in  cases  of  apparently  well- 
circumscribed  abscesses,  as  collections  of  fluid  may  be  found 
here,  and  a  drain  inserted  towards  the  pelvis  may  guide,  on 
the  second  or  third  day,  the  exit  of  a  quantity  of  pus.  A 
large  collection  of  exudation  in  the  left  half  of  the  abdomen 
necessitates  a  counter  opening  on  the  left  side  and  drainage. 

Klauber  disapproves  of  irrigating  the  abdomen,  because 
(i)  in  bad  cases  it  is  useless;  (2)  favorable  cases  do  as  well 
without;  and  (3)  in  certain  other  cases — for  example,  ^^erf or- 
ation— it  was  found  to  cause  multiple  abscesses,  whereas  in 
similar  cases,  where  irrigation  was  not  employed,  these  did 
not  occur.  Nature's  me3iod  of  irrigation  is  assisted  by  the 
administration  of  fluid  per  mouth  and  tectum.  Every  hollow 
of  the  abdomen  where  fluid  exudate  collects  should  be  drained. 
The  author's  unfavorable  results  are  ascribed  to  virulence  of 
infection  or  to  intestinal  paralysis  which  occurred  mostly  after 
previous  opium  treatment.  In  none  of  the  author's  last  56 
cases  was  it  necessary  to  perform  a  further  operation  in  order 
to  open  a  peritoneal  abscess,  to  drain  Douglas's  pouch,  etc. 
Whenever  intestinal  contents  appeared  on  the  dressings,  as 
was  often  the  case,  indicating  a  fistula,  all  plugging  was  re- 
moved, and  the  wound  cavity  was  kept  clean  by  irrigation 
without  pressure.  All  cases  healed  without  requiring  opera- 
tion. 

Extravesical  Suprapubic  Prostatectomy. — Stockum  (Zen- 
tralbl.  fur  Chir.)  holds  that  though  the  suprapubic  is  prefer- 
able to  the  perineal  method  of  prostatectomy,  the  former  is 
still  to  be  regarded  as  a  dangerous  operation,  and  that  it  is 
therefore  advisable  to  make  effort  to  improve  its  technique 
and  to  diminish  as  much  as  possible  its  undoubted  risks.  The 
following  description  is  given  as  a  modification  of  the  high 
operation,  devised  by  the  author  and  practised  with  success 
in  two  cases  of  enlarged  prostate.  In  this  procedure,  which  is 
named  "extravesical  suprapubic  prostatectomy,"  the  enlarged 
gland  is  first  attacked  at  its  urethral  portion,  and  the  only 
opening  made  in  the  upper  part  of  the  bladder  is  a  small 
puncture  which  serves  for  the  introduction  into  the  vesical 
cavity  of  a  drainage  tube.  The  usual  median  incision  having 
been  made  above  the  pubic  symphysis  and  the  recti  muscles 
separated,  the  operator's  finger  is  passed  downwards  in  front 
of  the  bladder  until  it  reaches  the  vesical  end  of  the  urethra 
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and  the  enlarged  prostate.  In  order  to  obtain  good  access  to 
the  gland  the  fatty  tissue  behind  the  symphysis,  together  with 
the  told  of  peritoneum,  should  be  carefully  stripped  away  from 
the  bladder,  but  not  further  than  is  absolutely  necessary.  The 
lateral  paravesical  connective  tissue  should  be  left  undisturbed. 
Over  the  upper  part  of  the  exposed  prostate,  a  little  to  one 
side  of  the  middle  line,  a  short  vertical  incision  is  made  through 
tlie  capsule  into  the  glandular  tissue.  Through  this  opening 
the  surgeon  introduces  at  first  one  finger  and  afterwards  two 
fingers  and  enucleates  the  gland,  guidance  being  afiorded  by 
a  catheter  previously  introduced  along  the  urethra  into  the 
bladder.  During  the  enucleation  the  prostate  is  pressed  up- 
wards and  forwards  by  an  assistant's  finger  in  the  rectum. 
After  the  removal  of  the  enlarged  gland  the  wound  is  closely 
packed  with  gauze  with  the  object  of  preventing  secondary 
hemorrhage;  after  the  introduction  of  a  drainage  tube  into 
the  bladder  the  upper  portion  of  the  abdominal  wound  is 
closed  by  sutures. 

In  one  of  the  author's  cases  the  gauze  packing  and  the  vesical 
drainage  tube  were  removed  on  the  fifth  day,  and  for  the 
next  seven  days  the  bladder  was  drained  by  a  urethral  catheter. 

Contracted  Pelyis. — ^At  the  International  Congress  for  Gyne- 
cology held  in  Geneva  in  1896,  the  frequency  of  contraction  of 
the  pelvis  in  the  various  countries  was  discussed,  but  inasmuch 
as  the  data  obtainable  were  insufficient,  the  subject  was  post- 
poned for  a  future  occasion.  A.  Hegar  now  takes  up  the  same 
theme  and  deals  with  the  whole  problem  briefly  in  the  Muench, 
med.  Woch.  Collecting  his  facts  from  the  work  of  others, 
he  finds  that  in  Austria-Hungary  8.08  per  cent,  of  pelves  which 
were  measured  proved  to  be  contracted.  Dohm  found  the 
percentage  in  Germany  to  be  between  12  and  20.  Barnes 
found  that  in  England  0.4  per  cent,  of  the  examined 
pelves  were  flattened  and  0.12  per  cent,  generally  contracted. 
Hegar  suspects  that  some  mistake  must  have  arisen  in  these 
measurements,  as  they  are  so  much  lower  than  those  made  in 
Germany,  although  he  recognizes  that  much  is  done  in  England 
to  guard  against  deformities  in  the  way  of  exercise,  good 
nutrition,  etc.  Ogata  found  that  with  the  exception  of  one 
district,  where  osteomalacia  and  rickets  are  prevalent,  no 
contracted  pelves  are  met  with  in  Japan.  Simpson  and  Stenat 
found  that  the  percentage  for  Scotland  was  6.3  to  6.9,  while 
Glasgow  gave  a  percentage  of  10.  Moller  worked  the  material 
in  Norway  up  and  found  that  in  the  northern  countries  con- 
tracted pelves  were  very  uncommon.  Brandt  and  Petersen, 
however,  found  3.61  per  cent.  In  Denmark  it  appears  to  be 
about  4  per  cent.  The  reason  why  contracted  pelvis  is  so 
much  less  common  in  Norway  and  Sweden  than  in  Germany 
is,  in  Hegar's  opinion,  not  difficult  to  discern.     The  women 
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in  the  two  former  countries  are  better  cared  for,  they  work 
healthily  in  such  callings  as  agriculture,  forestry,  shipping,  etc., 
and  not  in  the  industries.  Alcoholism  is  being  effectually 
battled  against,  and,  last  but  not  least,  the  women  nurse  their 
own  babies. 

Developmental  disturbances  play  a  large  part  in  the  etiology 
of  this  deformity.  The  beginnings  may  be  laid  down  in  fetal 
life,  or  some  noxious  influence  may  act  early  in  independent 
life.  In  infantilism  it  is  not  only  the  pelvis  which  shows  the 
disturbance  of  development.  Freund  and  Mendelsohn  have 
shown  that  infantile  types  of  the  pelves  are  frequently  asso- 
ciated with  stenosis  of  the  upper  aperture  of  the  thorax.  The 
noxious  influences  which  may  contribute  to  this  end  are  largely 
to  be  neutralized  by  breast  feeding  m  infancy,  by  proper 
feeding,  good  hygienic  conditions  in  the  home,  sufficient  exer- 
cise in  fresh  air,  and  the  avoidance  of  taking  part  at  an  early 
age  in  the  so-called  social  pleasures,  for  example,  theatre, 
concert,  and  ball  attendance,  during  childhood.  Next,  the 
prevention  of  certain  diseases  must  be  regarded  as  preventive 
measures  against  the  development  of  contracted  pelvis.  Of 
these,  chronic  infections,  and  especially  tuberculosis,  are  the 
most  important.  Cretinism  is  a  cause  of  contracted  pelvis. 
Added  to  infantilism  and  cretinism,  rickets  must  be  mentioned 
as  a  cause  of  this  condition.  The  recognition  of  the  etiology 
of  contracted  pelvis  must  serve  as  a  basis  of  preventive 
measures.  Hegar  points  out  that  a  study  of  this  problem,  '.f 
carried  out  properly,  will  give  the  index  for  preventive  treat- 
ment, and  his  remarks  tend  to  give  a  guidance  for  such  a 
treatment. 

Pyelitis  in  Pregnancy:  Irrigation. — Stoeckel  {Zeit,  /.  gymk. 
Urologie,)  writes  on  the  diagnosis  and  treatment  of  this  com- 
plication of  pregnancy,  having  already  demonstrated  his  views 
and  practice  at  the  eightieth  meeting  of  the  Deutsche  Natur- 
forscher  und  Aerzte  at  Cologne  in  September.  He  observes 
that  the  disease  of  the  kidney  is  actually  caused  by  the  preg- 
nancy, that  retention  of  urine  in  the  ureters  plays  a  prominent 
part  in  the  production  of  this  complication,  that  the  urine  in 
pyelitis  contains  the  bacillus  coli  either  alone  or  with  other 
germs,  and  that  pyelitis  is  not  only  most  frequent  but  also 
most  severe  when  the  right  kidney  is  affected.  Diagnosis, 
Stoeckel  insists,  is  not  easy.  Pyelitis  is  very  often  overlooked 
when  cystitis  is  present,  and  when  the  bladder  remains  healthy 
the  clinical  symptoms  simulate  inflammatory  disorders  of  the 
gall  bladder,  vermiform  appendix,  and  uterine  appendages. 
Cystoscopy  with  double  catheterism  of  the  ureters  can  alone 
make  diagnosis  sure.  As  for  treatment,  induction  of  abortion 
is  to  be  rejected,  and  nephrotomy  is  only  to  be  practiced  when 
there  is  evidence  of  true  pyonephrosis.    The  right  treatment. 
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eminently  surgical,  is  irrigation  of  the  renal  pelvis  with 
antiseptic  solutions,  such  as  callargol.  Five  women  have 
already  been  successfully  treated  by  this  method,  the  pain  and 
fever  disappearing  and  the  pregnancy  remaining  uninterrupted. 
All  the  children  were  saved  and  reared.  Stoeckel  reports  three 
cases,  and  writes  the  technique  of  his  method,  adding  an  illus- 
tration. 

The  Treatment  of  Bums. — Renner  (Zentralbl  f.  Chir.) 
reports  that  in  the  treatment  of  bums  of  all  degprees  he  has 
obtained  much  success  from  the  use  of  a  powder  made  up 
by  one  part  of  subnitrate  of  bismuth  to  two  parts  of  kaolin. 
The  biUTit  surface,  after  it  has  been  thoroughly  cleansed,  is 
covered  by  a  thick  layer  of  this  powder,  over  which  is  bandaged 
a  layer  of  sterilized  gauze,  the  whole  being  finally  covered  by 
thick  layers  of  wadding.  This  dressing  is  changed  every  day 
so  long  as  there  is  much  discharge,  the  injured  area  being 
submerged  in  a  partial  or  a  complete  bath,  according  to  the 
extent  and  the  situation  of  the  bum.  This  powder,  the  author 
states,  is  a  very  active  absorbent,  and  speedily  takes  up  fluid 
from  the  burnt  tissues,  which  are  converted  into  a  black  and 
desiccated  eschar.  In  burns  of  a  mild  degree  the  area,  after 
the  use  of  the  powder,  is  covered  by  a  thick  crust,  which 
serves  as  an  excellent  protection  during  the  growth  of  the 
new  epidermis.  By  this  treatment,  for  which  are  claimed 
the  advantages  of  simplicity  and  cheapness,  together  with  the 
capacity  of  arresting  free  secretion  and  preventing  septic 
mfection,  pain,  it  is  asserted,  is  relieved  and  the  temperature 
kept  down.  In  some  few  cases  there  has  been  an  urticarial 
rash  with  much  itching  around  the  bum,  but  this,  the  author 
states,  soon  disappears  after  a  temporary  suspension  of  the 
use  of  the  powder. 

Mobile  Caecnin  and  Chronic  Appendicitis. — Wilms  (Zen- 
tralbl.  fiir  Chir.),  referring  to  the  well-attested  fact  that 
appendectomy  often  fails  to  relieve  the  painful  symptoms 
supposed  to  be  due  to  chronic  appendicitis,  holds  that  in  many 
of  these  cases  the  pain  is  caused  neither  by  inflammation  of 
the  appendix  or  its  mesentery,  nor  by  colitis,  but  by  the  traction 
of  a  long  and  movable  caecum.  If  this  traction  be  exerted 
in  a  narrow  meso-appendix,  the  pain  will  be  removed  by 
appendectomy.  On  the  other  hand,  if  the  meso-appendix  be 
of  normal  or  of  unusual  extent,  and  the  pain  be  due  to  the 
stretching  of  its  peritoneal  attachment  by  the  movable  colon, 
removal  of  the  appendix  will  fail  to  give  relief,  and  operative 
fixation  of  this  portion  of  large  intestine  will  be  the  sole 
means  of  effectual  treatment. 

The  author  states  that  in  about  forty  cases  in  which  painful 
symptoms    pointed    to   chronic    appendicitis    the   absence    of 
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any  trace  of  inflammation  and  of  abnormal  adhesions,  and 
a  free  mobility  of  the  saecum  permitting  a  ready  protrusion 
of  the  intestine  together  with  the  vermiform  appendix 
through  the  external  wound,  led  him  to  fix  this  portion  of  the 
intestinal  tract  to  the  posterior  wall  of  the  abdomen.  This 
fixation  the  author  effects  not  by  suturing,  but  by  placing  the 
movable  colon  into  a  large  subperitoneal  pouch  made  by 
incision  of  the  parietal  membrane  in  front  of  the  iliacus  muscle, 
and  by  blunt  dissection  of  the  intervening  connective  tissue. 

The  following  are  the  successive  steps  of  this  operation: 
If  a  previous  diagnosis  of  coccal  mobility  has  beeen  made, 
the  external  incision  should  be  nearer  the  antero-superior, 
iliac  spine  than  the  usual  incision  for  exposing  the  appendix; 
tlie  posterior  layer  of  parietal  peritonetun  is  then  incised  in 
a  longitudinal  direction  along  the  outer  side  of  the  caecum; 
the  connective  tissue  between  the  peritoneum  on  the  inner  side 
of  this  incision  and  the  fascia  over  the  iliacus  muscle  is  broken 
down  by  the  finger;  the  layer  of  peritoneum  thus  detached 
from  the  subjacent  parts  is  divided  horizontally  just  below  the 
attachment  of  the  caectun  to  the  posterior  abdominal  wall.  The 
movable  caecum  is  now  placed  into  the  large  subperitoneal 
pouch,  and  the  angle  between  the  ascending  and  transverse 
margins  of  the  peritoneal  flap  is  attached  to  the  anterior 
abdominal  wall  near  the  wound.  It  is  evident,  the  author 
concludes,  that  by  the  adhesions  contracted  in  its  displaced 
condition  the  caecum  will  be  more  securely  fixed  than  by  any 
attempt  to  shorten  the  meso-colon. 

Oxygen  in  Puerperal  Infection. — Regnier  (Bull,  de  I' Acad, 
le  Med,)  publishes  a  communication  on  the  treatment  of  certain 
forms  of  puerperal  infection  by  a  continuous  current  of  oxygen. 
After  stating  his  experience  that  the  admission  of  an  infected 
febrile  case  amongst  those  who  have  been  similarly  affected 
but  whose  temperatures  have  returned  to  normal  is  liable  to 
be  fraught  with  the  reinfection  of  the  entire  ward,  he  gives 
conclusions  based  on  552  septic  cases,  two-thirds  of  which  were 
due  to  abortion  for  the  most  part  self-induced,  the  remainder 
following  delivery  at  full  term  either  at  home  or  at  the  house 
of  a  midwife.  He  points  out  that  the  causes  of  puerperal  sepsis 
are  many,  that  infections  due  to  gonococci,  streptococci, 
aerobic  and  anaerobic  saprophytes  differ  in  their  localization, 
prognosis  and  treatment.  A  differential  diagnosis  is  therefore 
of  the  utmost  importance. 

In  a  saprophytic  infection,  though  there  be  possibly  a  grave 
general  condition,  the  affection  may  remain  local  for  a  long 
time.  Examination  of  the  external  genitals  reveals  a  fetid 
lochia,  the  vulva  is  covered  with  a  grey  mucilaginous  discharge 
and  any  sores  present  are  of  a  dull,  lustreless  character.  In 
a  frankly  streptococcic  infection  the  uterine  discharge  ceases, 
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following  the  onset  of  a  sudden  rigor,  the  sores  dry  and  the 
abdomen  becomes  tympanitic,  indicating  the  speedy  passage 
of  the  streptococci  from  the  uterus  to  the  peritoneal  cavity. 

Again,  in  infections  where  the  anaerobes  predominate  and 
the  vagina  is  covered  by  false  membranes  all  cutting  operations 
are  contraindicated.  In  such  cases  there  is  a  unanimous  con- 
sensus of  opinion  in  favor  of  antiseptic  injections — for 
example,  those  of  permanganate  or  oxygenated  or  iodized 
water.    Unfortunately  these  are  frequently  inefficacious. 

A  knowledge  of  the  marvellous  antiseptic  properties  of 
oxygen  which  Professor  Thirciar  has  used  with  such  success 
in  the  treatment  of  gaseous  phlegmons,  which  he  limits  by 
injecting  bubbles  of  the  gas,  led  to  the  adoption  of  the  following 
method  in  cases  of  uterine  sepsis:  Having  washed  out  the 
cavity  of  the  womb  with  oxygenized  water,  the  apparatus  used, 
preferably  one  that  maintains  a  patent  cervix,  is  left  in  position, 
and  to  it  is  attached  an  indiarubber  tube  communicating  with 
an  oxygen  cylinder.  From  this  a  constant  current  is  passed  in 
at  low  pressure  for  a  period  of  several  days.  Notes  on  four 
serious  cases  are  appended,  indicating  the  rapidity  of  the  fall 
in  temperature  and  in  the  disappearance  of  the  diphtheroid 
patches  of  the  uterus,  vagina,  and  vulva. 

Tubercalous  Abscesses  of  Fallopian  Tubes. — ^In  the  first 
number  of  a  new  monthly  review  of  surgical  work  entitled 
Lyon  Chirurgical,  Albertin  publishes  three  cases  of  cold  abscess 
of  the  fallopian  tubes,  originating  in  chronic  tuberculosis. 
After  a  full  consideration  of  the  pathological  and  clinical 
characters  of  this  special  form  of  tubal  suppuration  the  author 
expresses  his  views  on  its  treatment.  The  final  stage  of  the 
evolution  of  this  lesion  is,  he  states,  uncertain.  There  are  no 
good  grounds  for  the  anticipation  that  it  may  be  converted  into 
hydrosalpinx;  and  if,  as  is  possible,  the  purulent  collection, 
left  to  itself,  may  evacuate  its  contents  into  the  bladder,  the 
intestinal  canal,  or  a  vaginal  cul-de-sac,  the  remedy,  on  account 
of  the  risks  of  secondary  infection  and  of  persistent  fistulae, 
would  be  worse  than  the  disease.  Puncture  of  the  abscess 
is  held  to  be  absolutely  contraindicated,  and  it  is  laid  down 
as  a  guiding  principle  that  no  surgical  treatment  is  justifiable 
that  stops  short  of  most  complete  removal  of  the  disease. 
Operation  by  way  of  the  vagina  is  condemned  by  reason  of  its 
inadequacy  and  its  technical  difficulties.  The  abdominal  opera- 
tion alone,  it  is  held,  is  indicated.  This  permits  a  complete 
diagnosis  of  the  lesions,  and  renders  possible  the  removal  of 
all  the  diseased  parts,  which  in  cases  of  tuberculosis  demand 
free  extirpation.  It  is  necessary,  as  the  disease  is  usually 
bilateral,  to  remove  both  tubes,  and  together  with  these  the 
ovaries  and  the  uterus.  The  absence  of  any  macroscopically 
appreciable  lesions  cannot  be  taken  as  a  guarantee  that  the 
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uterus  and  an  ovary  in  contact  with  a  tuberculous  tube  are 
quite  free  from  disease.  These  reasons  have  led  the  author  to 
advocate  the  operation  of  subtotal  hysterectomy. 

Prostatectomy. — Wilms  (Deut.  Zeit,  f.  Chir,)  states  that 
though  suprapubic  prostatectomy  is  rapidly  superceding  the 
perineal  operation,  he  still,  with  many  of  his  German  col- 
leagues, prefers  the  latter,  the  general  adoption  of  which,  he 
holds,  is  prevented  only  by  the  dread  of  wounding  the  rectum. 
It  is  asserted  that  the  diseased  prostate,  even  though  it  may 
not  be  much  enlarged,  projects  downwards  at  the  margins  of 
the  pubic  arch  to  such  an  extent  that  either  of  its  lateral 
lobes  can  be  readily  reached  through  an  incision  made  on  the 
corresponding  side  of  the  perineum.  This  incision,  which 
should  be  about  two  inches  in  length,  is  made  over  the 
descending  pubic  ramus  on  the  left  side.  After  blunt  dissec- 
tion of  the  thin  layer  of  fascia  and  the  subjacent  layer  of 
connective  tissue,  the  left  lobe  of  the  prostate  is  reached.  In 
the  deep  dissection  the  ischio-cavernous  muscle,  together  with 
the  internal  pubic  artery  and  its  branches,  is  pressed  towards 
the  middle  line.  After  the  course  of  the  urethra  has  been 
revealed  by  the  introduction  of  a  catheter,  and  the  capsule  of 
the  left  lobe  of  the  prostate  has  been  incised,  the  operator  will 
be  able,  on  introducing  his  finger  through  this  opening,  to 
separate  the  whole  of  the  prostate  from  its  capsule  as  is  done 
in  the  vesical  method.  The  right  lobe  should  be  first  attacked 
in  front,  where  there  is  often  some  resistance  to  be  overcome 
at  the  juncture  of  the  two  lobes.  The  prostatic  portion  of  the 
urethra  is  removed  with  the  gland. 

In  his  experience  of  this  operation  the  author  has  been  struck 
by  the  small  amount  of  bleeding.  Wounding  of  the  rectum 
is,  it  is  held,  quite  impossible,  as  in  detaching  the  posterior 
part  of  the  gland  the  surgeon  works  within  the  capsule.  In 
the  after-treatment  inferior  drainage  is  carried  out.  The 
author,  who  has  been  led  by  the  results  of  his  own  experience 
to  prefer  this  method  of  prostatectomy  to  any  other  in  present 
use,  hopes  that  its  simplicity  and  efficiency  will  soon  be  widely 
lecognized. 

Caesarean  Section. — Mouchotte  {Ann,  de  Gyn,  et  d'Obstet.) 
reports  14  cases  in  which  Csesarean  section  was  successfully 
performed.  He  found  that  in  12  out  of  the  14  cases  the  pelvis 
was  rachitic  with  markedly  reduced  diameters,  seven  pelves 
belonging  to  the  canniculated  type,  and  five  to  the  annulated 
type.  In  dealing  with  contracted  pelvis,  he  waits  for  dilatation 
to  become  complete  in  order  that  symphysiotomy  may  be 
attempted;  but  when  symptoms  of  urgency  arise,  Caesarean 
section  is  undertaken  without  further  delay.  In  two  of  his 
cases  of  prolapse  of  the  cord  and  a  change  in  the  cordiac 


Digitized  by 


Google 


Translations, 


393 


sounds  hastened  intervention,  in  two  others  a  brow  presenta- 
tion showed  signs  of  becoming  impacted,  and  in  two  other 
cases  osteitis  and  tuberculous  hip  had  caused  obstruction  of 
the  parturient  canal.  Operation  was  only  undertaken  after 
the  onset  of  labor  pains. 

In  cases  which  evidently  cannot  be  delivered  naturally  there 
is  no  need  to  delay  operation  for  long;  in  cases  of  moderate 
contraction,  when  there  is  some  hope  of  spontaneous  delivery, 
the  practitioner  may  wait  some  hours,  even  some  days,  for 
complete  dilatation  followed  by  symphysiotomy.  If  while 
waiting  signs  of  distress  on  the  part  of  the  mother  or  child 
supervene,  the  operation  cannot  be  deferred,  and  is  then  under- 
taken under  less  favorable  conditions. 

Nine  of  the  writer's  cases  were  operated  upon  late,  and  after 
the  membranes  had  ruptured,  and  it  was  in  these  cases  that  a 
rise  of  temperature  and  in  the  pulse-rate  was  noted  during  the 
two  subsequent  days. 

In  all  the  operations  the  uterus  was  brought  out  of  the 
abdomen  before  being  incised;  this  method  is  considered  to 
conform  more  particularly  to  surgical  principles,  and  to 
prevent  the  entrance  of  blood  or  fluid  into  the  peritoneal  cavity. 
If  gloves  are  worn  they  should  be  changed  after  the  uterus  has 
been  cleared  out  and  cleansed.  Vertical  incisions  were  made  in 
the  middle  line,  beginning  below  at  the  junction  of  the  lower 
and  upper  uterine  segments.  It  is  not  unusual  to  find  the 
placenta  adherent  to  the  anterior  uterine  wall,  and  in  the  line 
of  incision.  In  the  earlier  cases  the  incision  was  abandoned  in 
favor  of  finding  the  layer  of  attachment  of  the  placenta  to  the 
muscle  wall  and  stripping  it  up  so  as  to  permit  of  incision  of 
the  wall ;  the  membranes  were  then  divided  above  the  placental 
margin,  and  the  fetus  having  been  extracted,  it  was  simple  to 
remove  the  whole  after-birth  intact.  Tlie  cleansing  of  the 
uterine  cavity  is  accomplished  rapidly,  unless  there  is  adherence 
from  endometritis.  This  was  present  in  two  of  the  cases 
reported ;  one  suffered  IFrom  phlegmasia  dolens  and  fetid  lochia, 
the  other  had  a  small  hemorrhage.  A  gauze  drain  put  into  the 
uterus  before  suturing  and  led  out  through  the  os  uteri  assists 
drainage,  but  is  unnecessary  when  the  membranes  have  not 
been  ruptured  before  the  operation.  Catgut  was  used  for 
sutures,  and  in  all  cases  a  drain  was  left  in  the  abdominal 
wound  for  forty-eight  hours.  The  writer  considers  the  opera- 
tion a  simple  one,  easy  to  execute,  and  giving  excellent  results. 

Bier's  Method  in  Gynecology. — Adler  (Pester  Medtz.- 
Chirurg.  Presse)  has  found  Bier's  method  of  value  in  cases 
of  old  and  obstinate  endometritis,  the  secretion  disappearing 
permanently  for  a  long  time ;  in  cases  of  inflamed  appendages, 
the  pain  being  always  stilled  while  exudation  is  not  appre- 
ciably lessened ;  and  in  amenorrhea.    His  cases  of  endometritis 
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were  those  which  had  been  under  treatment  on  and  off  for  twO 
to  five  years  without  essential  improvement.  He  applied 
suction  daily,  or  every  other  day,  for  five  to  fifteen  minutes, 
with  moderate  rarefaction.  After  the  first  sitting  the  secretion 
was  much  increased;  after  four  or  five  sittings  discharge 
ceased,  and  in  three  to  six  weeks  the  patients  were  cured. 
Some  returned  after  several  months  with  a  slight  discharge. 
Erosions  were  often  present  and  healed  slowly — ^in  one  or  two 
months.  There  was  no  pain  during  the  suction,  or  if  present 
it  ceased  at  once  on  letting  a  little  air  in.  In  no  case  did 
considerable  bleeding  result. 

In  cases  of  subacute  and  chronic  inflammation  of  appendages 
with  exudation,  Adler  found  that  though  pain  was  removed 
the  exudation  was  but  slightly  influenced.  In  three  cases  of 
large  exudation  of  puerperal  origin  in  private  practice  the 
treatment  was  begun  ten  to  fourteen  days  after  the  fever,  and 
was  continued,  at  first  daily  and  then  every  other  day,  for 
five  to  six  weeks,  but  the  exudation  was  only  reduced  by  a 
quarter  or  a  third.  The  result  in  chronic  timiors  of  the 
appendages  was  no  better.  In  eight  cases  no  cure  resulted,  but 
after  four  or  five  sittings  pain  began  to  lessen,  and  later 
disappeared,  while  in  tliree  or  four  weeks  the  patients  mostly 
felt  well.  In  four  cases  of  retroflexion  with  fixation,  in  private 
practice  (other  means  being  also  employed),  the  author 
bad  the  impression  that  the  suctions  were  of  definite  assist- 
ance. A  hypoplastic  uterus  was  treated  on  account  of 
amenorrhea  for  two  months  every  other  day.  A  sufficiently 
copious  period,  quite  painless,  lasting  two  days,  ensued,  while 
a  decided  development  of  the  uterus  took  place.  Adler  uses 
the  ordinary  tube  speculum  of  caoutchouc,  which  is  closed  after 
insertion  in  the  vagina  (the  cervix  being  carefully  introduced) 
by  a  conical  rubber  stopper,  pierced  by  a  glass  tube  which  is 
connected  by  a  rubber  tube  with  the  pump.  When  the  required 
rarefaction  is  obtained  this  rubber  tube  is  clamped  and  the 
instrument  left  on  for  a  certain  time.  The  speculum  is  only 
removed  when  the  cork  has  been  taken  out.  The  action  of  the 
suction  is  partly  the  regular  removal  of  the  secretion,  partly 
the  hyperemia  induced  on  the  pelvic  organs,  and  partly  the 
congestion  caused  by  the  kinking  of  the  veins. 

Criminal  Abortion. — (H.  Marx  BerL  Klin.)  The  majority 
of  abortionists  are  women,  and  have  a  regular  plan  of  cam- 
paign in  their  business.  First  they  try  the  so-called  aborti- 
facients,  which  are  very  rarely  successful.  Next  baths,  massage 
and  douches  are  employed.  Marx  finds  that  the  only  certain 
drugs  for  the  induction  of  labor  or  abortion  are  phosphorus  and 
mercuric  chloride,  and  both  of  these  usually  kill  the  mother 
as  well  as  the  child. 

As  the  mild  expedients  rarely  lead  to  the  termination  of  the 
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pregnancy,  the  patient  is  then  subjected  to  instrumental  inter- 
ference, which  takes  the  form  either  of  the  passage  of  a 
catheter  or  sound  or  the  injection  of  a  fluid.  In  Berlin  the 
latter  is  more  common,  and  frequently  takes  the  shape  of  a 
soapy  solution. 

The  medical  man  is  at  times  asked  in  a  court  of  law  whether 
this  or  that  internal  remedy  is  capable  of  terminating  a  preg- 
nancy. While  it  cannot  be  denied  that  at  times  one  or  the  other 
may  succeed,  there  is  no  doubt  that  nearly  all  the  drugs  used 
by  these  women  are  inert.  Very  hot  vaginal  douches  may, 
succeed,  but  the  temperature  of  the  water  for  this  purpose 
must  be  at  least  104''  F.,  and  the  fluid  must  be  directed  imme- 
diately towards  the  os  uteri. 

When  an  abortion  has  taken  place  the  medical  man  may  be 
asked  whether  a  manipulation  which  can  be  proved  to  have 
been  resorted  to  can  be  made  responsible  for  the  effect.  The 
time  elapsing  between  the  manipulation  and  the  abortion  is 
important.  From  twelve  to  twenty-four  hours  is  the  usual 
interval  between  the  interference  and  termination  of  the  preg- 
nancy. A  not  uncommon  trick  of  abortionists  is  to  advise  the 
patient  to  fall  after  the  uterine  injection  has  been  carried  out. 

In  discussing  a  case  in  which  the  prisoner  was  charged  with 
procuring  criminal  abortion  with  an  instrument,  and  in  which 
the  defence  raised  was  that  the  patient  "overreached"  herself 
in  taking  a  book  off  a  bookshelf,  Marx  points  out  that  the 
argument  which  he  used  in  court  was  that  no  one  could  believe 
that  if  a  spark  were  thrown  into  a  barrel  of  gunpowder,  and 
then  a  sharp  knock  was  given  to  the  barrel,  the  explosion 
could  be  due  to  the  knock.  When  death  follows  abortion  in 
response  to  acute  sepsis,  one  is  justified  in  assuming  that  the 
abortion  was  criminally  procured.  Quacks  rarely  realize  the 
normal  anteflexion  of  the  uterus  and  wounds  perforating  the 
vagina  or  cervical  canal  are  not  infrequent.  Sudden  death  may 
take  place  in  connection  with  induced  abortion.  He  cites  the 
case  of  a  "masseuse"  who  succeeded  in  separating  a  six 
months  ovum  from  the  uterine  attachments  and  caused  a  small 
superficial  wound  in  the  mucous  membrane.  The  ovum  was 
intact.  Death  took  place  from  an  air  embolus.  Death  from 
scalding  also  may  follow  the  manipulations  of  these  abor- 
tionists. The  diagnosis  of  pregnancy  and  abortion  after  death 
is  easy,  if  the  case  is  recent  and  the  insertion  of  the  placenta 
is  still  visible.  In  late  cases,  it  may,  however,  be  extremely 
difficult.  The  presence  of  decidual  cells  and  of  a  corpus  luteiun 
in  the  ovary  may  assist  the  diagnosis. 

During  life  the  diagnosis  of  a  pregnancy  which  has  been 
interrupted  by  abortion  is  made  forensically  as  the  diagnosis 
of  pregnancy  is  ordinarily  made  in  practice.  It  must  be 
remembered  that  an  abortion  can  take  place  without  the  de- 
struction of  the  hymen.    In  conclusion,  he  finds  that  in  towns 
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the  induction  of  abortion  is  relatively  common,  while  in  the 
country  districts  child  murder  is  relatively  frequent,  and  the^^ 
fore  abortion  is  proportionately  rare. 

Vaginismus  and  Appendicitis. — Richelot  (Bull,  et  Mini,  de 
la  Soc.  de.  Chir.  de  Paris)  discussed  at  length  the  etiology  of 
vaginismus  at  the  October  meeting  of  the  Societe  de  Chirurgie 
de  Paris.  He  pointed  out  that  the  local  irritation  theory  was 
faulty.  In  many  cases  the  mucosa  and  integuments  are  found 
to  be  quite  sound,  free  from  fissures  and  ulcers,  and  not  subject 
to  the  irritation  of  any  vaginal  or  uterine  discharges;  on  the 
other  hand,  women  with  eczema  and  other  causes  of  irritation 
in  the  vuivo-vaginal  region  often  tolerate  coitus  without  ever 
suffering  from  true  vaginismus,  even  when  connection  is 
actually  painful.  The  neurosis  theory  is  probably  correct. 
Richelot  reports  a  case  in  which  the  patient  was  a  woman, 
aged  28,  married  for  five  years.  She  had  been  troubled  for 
fifteen  years  with  a  complication  of  objective  and  subjective 
symptoms.  At  first  mucous  enteritis  set  in,  and  was  followed 
by  obstinate  constipation,  chlorosis,  mental  depression,  and  loss 
of  will  power.  At  last,  when  Richelot  examined  her,  he  found 
all  the  evidences  of  chronic  inflammation  of  the  appendix. 
The  patient  had  never  been  able  to  submit  to  complete  coitus. 
The  vagina  and  vulva  showed  no  morbid  appearances,  but 
introduction  of  the  finger  caused  great  pain.  Richelot  removed 
the  vermiform  appendix,  which  he  found  buried  in  adhesions 
connecting  it  wath  the  cecum,  and  filled  witU  small  stercoral 
calculi.  He  did  not  operate  on  the  vulva.  After  convalescence 
the  patient's  health  steadily  improved,  and  at  the  end  of  two 
years  the  bowels  were  regular  without  drugs,  and  all  neuroses 
had  disappeared.  But  the  vaginismus  ceased  when  the  opera- 
tion was  performed,  for  when  the  patient  returned  to  her 
home  coitus  was  from  the  first  quite  practicable  without  the 
least  pain. 

In  discussing  the  case,  Lucas-Championmiere  agreed  with 
Richelot's  opinion  on  the  two  theories.  Local  irritation  did 
not  necessarily  cause  vaginismus,  and  was  not  invariable  in 
cases  where  that  aflfection  was  present.  Distant  sources  of 
irritation,  on  the  other  hand,  were  often  to  be  defined.  After 
ovariotomy  and  hysterectomy  vaginismus  was  not  rare.  Lucas- 
Championniere  in  1879  performed  Porro's  operation  on  a  dwarf 
•—one  of  the  earliest  instances  where  mother  and  child  were 
saved.  The  artificial  menopause  did  not  cause  much  general 
disturbance,  though  there  were  periodical  hemorrhages  from 
the  lungs  and  rectum,  and  the  patient  was  able  to  work  for 
her  living ;  but  coitus,  which  she  sought  eagerly  as  there  was 
no  more  chance  of  the  perils  of  maternity,  became  impossible 
on  account  of  the  most  severe  vaginismus.  Lucas-Champion- 
niere  examined  the  vulva  and  could  find  no  erosions. 
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The  Surgical  Aspects  of  Ionic  Medication. — Tuffier  {Bull, 
et  Mem.  de  la  Soc.  de  Paris)  gives  the  results  of  a  careful 
study  he  has  made,  from  both  experimental  and  clinical  points 
of  view,  of  the  method  of  electrical  iono-therapy  or  ionic  medi- 
cation, in  regard  to  its  probable  value  in  surgical  practice. 
This  method,  the  principles,  indications  and  technical  details 
of  which  have  been  fully  described  by  Dr.  Lewis  Jones  {Proc, 
Roy.  Soc.  Med.)  aims  at  the  removal  of  subcutaneous  lesions 
by  driving  medicinal  chemical  substances  through  the  healthy 
skin  into  the  deeper  tissues  by  electrical  means.  The  substances 
which  can  be  used  in  this  treatment  act  on  the  deep  tissues 
diiferently  and  much  more  efficiently,  it  is  held,  when  intro- 
duced by  electrolysis  than  when  they  are  applied  by  the  simpler 
process  of  hypodermic  injection. 

The  diseases  in  which  ionic  medication  has  hitherto  been 
found  useful  are  rodent  ulcer,  local  septic  conditions,  warts  and 
lupus;  it  has  also  been  tried  with  promising  results  in  cases 
of  chronic  arthritis  and  of  neuralgia.  Although  many  powerful 
agents — such,  for  instance,  as  iodine,  chlorine,  chloral,  phenol 
and  alcohol — are  not  available  for  this  treatment  on  account 
either  of  loss  of  their  properties  when  in  the  ionic  form,  or  of 
insolubility  or  incapacity  of  dissociation  when  dissolved,  there 
are.  Dr.  Lewis  Jones  has  pointed  out,  a  very  large  number  of 
active  substances  which  can  be  used.  The  agents  most  likely 
to  be  found  of  service  are  not  only  inorganic  salts,  but  also 
such  useful  organic  compounds  as  quinine,  cocaine,  strychnine, 
and  salicylates.  Tuffier,  who  describes  in  the  first  place  some 
experiments  with  a  stained  solution  of  nitrate  of  silver  states 
that  there  can  be  no  doubt  that  chemical  substances  may  by  the 
aid  of  the  continuous  current  be  introduced  beyond  the  healthy 
skin,  and  there  be  absorbed  more  or  less  rapidly. 

It  is  not  quite  clear  in  the  author's  report  how  far  such 
solutions  may  be  driven,  but  much  stress  is  laid  on  his  conclu- 
sion that  their  penetration  is  superficial.  It  is  certain,  he  states, 
that  the  medicinal  agents  cannot  pass  beyond  the  cutaneous 
covering,  and  whatever  the  modifications  effected  in  the  con- 
centration of  the  employed  solution,  and  in  the  electrical  inten- 
sity, he  has  never  succeeded  in  reaching  the  subcutaneous 
cellular  tissue.  The  author  confirms  the  previous  observations 
that  the  action  of  chemical  substances  on  the  subcutaneous 
tissues  is  influenced  by  their  mode  of  introduction.  Trypan- 
roth,  when  injected  in  a  i  per  cent,  solution  by  the  usual 
method  of  injection,  forms  an  unstable  combination  with  the 
cellular  protoplasm,  and  is  speedily  dissolved  and  removed. 
On  the  other  hand,  when  introduced  by  the  action  of  the  electric 
current,  the  particles  of  coloring  matter  are  closely  combined 
with  the  cells  of  the  dermis,  and  are  rendered  less  soluble. 

These  experimental  results  serve  to  explain  the  observations 
of  some  authors  that  substances  introduced  by  electrolysis  pass 
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much  less  slowly  into  the  urine  than  those  introduced  by  way 
of  the  stomach  or  by  subcutaneous  injection. 

Tuffier  has  obtained  good  results  from  the  ionic  treatment  in 
painful  affections  of  the  surface  of  the  body,  as,  for  instance, 
facial  neuralgia.  He  failed  in  two  cases  of  epithelioma  of  the 
face,  and  is  disposed  to  think  that  penetration  is  more  difficult 
through  cancerous  than  through  healthy  tissues.  His  experi- 
ence of  salicylic  ions  in  the  treatment  of  chronic  joint  affections 
has  not  been  very  favorable.  In  some  cases  relief  certainly 
followed  the  introduction  of  these  ions,  but  it  was  found  that 
equally  good  results  could  be  gained  in  similar  cases  by  using 
as  electrodes  simple  water  or  chloride  of  sodium. 

In  two  cases  in  which  the  ionic  metliod  was  practiced  with 
good  results  for  supposed  ankylosis,  the  articular  weakness  and 
rigidity  were  found  to  be  really  due  to  pain  localized  to  the 
surface  of  the  joint.  Under  the  influence  of  the  electric  current 
the  pain  in  both  cases  ceased,  and  the  subjacent  joint,  which 
was  quite  healthy,  very  rapidly  regained  its  normal  motility. 

In  reviewing  the  results  of  his  experimental  and  clinical 
work  on  this  subject,  the  author  concludes  that  the  benefits 
of  ionization  should  not  be  exaggerated,  and  that  it  is  necessary 
in  regard  to  this  method  to  consider  two  very  distinct  actions. 
In  the  first  place  there  is  the  assured  medicinal  action  which 
is  absolutely  restricted  to  the  skin,  but  which,  thanks  to  the 
more  or  less  soluble  combinations  formed  in  the  cellular 
protoplasm,  may  have  such  special  effects  that,  even  if  elec- 
tricity does  not  carry  the  therapeutical  agent  to  the  diseased 
part,  it  does  not  follow  that  the  electrolytic  introduction  is 
incapable  of  aiding  in  certain  cases  the  good  effects  of  the 
current.  The  second  action,  which  is  due  to  the  biological 
phenomena  produced  under  the  influence  of  the  current,  is 
independent  of  the  solution  employed,  owing  to  the  oscotic 
action  excited  by  the  displacement  of  the  ions  of  the  organism. 
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ABORTION   FOLLOWED    BY   A    RARE   COMPLICA- 
TION REQUIRING  INTESTINAL  REACTION.* 

BY   W.   S.    HARVEY,   A.M.,   M.D. 

In  presening  a  clinical  case  to  this  Society  at  this  time,  I 
should  feel  like  apologizing  if  it  did  not  present  features  that 
are  unique  and  at  the  same  time  point  a  "moral"  for  all  engaged 
in  obstetric  work. 

The  clinical  history  of  the  case  is  as  follows: 
Mrs.  S.,  25  years  of  age,  primipera,  aborted  June  25.  1899, 
during  the  third  month  of  pregnancy;  three  days  after  the 
expulsion  of  the  fetus  she  was  seized  with  violent  uterine  pain 
for  the  relief  of  which  the  services  of  a  physician  were  em- 
ployed. An  examination  revealed  a  retained  placenta,  and  an 
ineffectual  attempt  was  made  to  remove  the  same  by  means 
of  the  curette  and  ovum  forceps.  During  the  manipulation  a 
puncture  was  made  in  the  walls  of  the  uterus  by  the  curette, 
through  which  a  loop  of  small  intestines  descended  and  escaped 
from  the  vagina  as  the  blades  of  the  forceps  were  withdrawn. 
Recognizing  the  serious  nature  of  the  accident  the  attending 
doctor  called  in  medical  counsel,  who  advised  immediate  lapar- 
otomy and  resection.     The  patient  was  therefore  removed  to 

*  Presented  to  the  Obstetrical  Society  of  the  A.  S.  H.,  June  24,  1909, 
Detroit,  Mich. 
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the  Garfield  Park  Sanitarium  and  it  was  my  privilege  to  per- 
form the  operation.  At  the  time  of  the  operation  the  patient 
was  in  good  condition,  considering  the  shock  inflicted  and  the 
amount  of  pain  she  had  suffered.  This  was  three  and  one- 
half  hours  after  the  occurrence  of  the  injury.  The  prolapsed 
bowel,  however,  had  descended  to  the  level  of  the  knee  (Figure 
i),  was  greatly  distended  and  lifeless.  Upon  opening  the 
abdomen  the  uterine  wound  was  readily  detected  in  the 
posterior  wall  one  inch  above  the  margin  of  the  inner  os.  The 
body  of  the  uterus — ^which  was  retroverted — impinged  upon 
the  bowel  as  it  escaped  at  this  point,  producing  complete 
strangulation.  After  protecting  the  abdominal  viscera  witli 
warm  gauze  sponges  and  sterile  towels,  the  fundus  of  the 
uterus  was  lifted  forward,  the  uterine  wound  enlarged,  and 
the  incarcerated  intestine  disengaged  from  its  position  and 
withdrawn  from  the  abdominal  cavity.  It  was  then  observed 
that  the  portion  of  the  bowel  involved  had  been  completely 
detached  from  its  mesentery.  The  few  bleeding  points  were 
tied  with  cat-gut  and  a  complete  excision  was  made  of  the 
wounded  intestine  which  measured  thirty-five  inches  in  length, 
and  an  end  to  end  anastomosis  effected  by  means  of  the  suture 
method,  using  fine  chromocised  cat-gut. 

The  Czerny-Lember  suture  was  employed  in  making  the 
enterorrhaphy. 

This  method  consists  of  two  rows  of  sutures.  The  primary 
or  Czemy  sutures  (Figure  2)  include  all  the  coats  of  the 
intestine  and  approximate  the  two  ends  of  the  visceral  wound ; 
the  external  or  Lembert  sutures  (Figure  3)  include  only  the 
serous  muscular  and  submucous  coverings ;  they  thus  bring  in 
contact  the  opposite  serous  surfaces  of  the  bowel  and  at  the 
same  time  invert  and  bury  the  primary  or  Czemy  sutures. 
Continuous  sutures  were  used  in  both  instances,  a  procedure 
that  materially  shortened  the  operation. 

After  carefully  inspecting  the  sutured  bowel,  the  viscus  was 
replaced  in  the  abdomen  and  protected  by  warm  gauze  sponges. 
The  uterine  wound  was  then  disinfected  and  closed  with  cat- 
gut suture.  At  this  stage  of  the  opration  the  patient  went  into 
a  collapse  and  no  interference  was  made  with  the  contents  of 
the  uterus,  trusting  the  removal  of  the  placenta  to  a  subsequent 
curettment,  or  the  kindly  efforts  of  nature.  The  peritoneal 
cavity  was  therefore  hastily  cleared  of  protecting  sponges  and 
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copiously  douched  with  sterilized  normal  salt  solution  at  a 
temperature  of  no  degrees  F.,  some  three  quarts  being  left 
in  the  abdomen.    The  abdominal  incision  was  then  closed. 

The  first  important  incident  in  the  post-operative  history  of 
the  case  was  the  rapidity  with  which  the  patient  recovered 
from  shock.  Thirty-six  hours  after  the  operation  her  tem- 
perature and  pulse  were  practically  normal  and  she  was  other- 
wise in  an  excellent  condition.  The  free  abdominal  transfusion 
of  normal  salt  solution  supplemented  by  injecting  into  the 
areolar  tissue  of  both  breasts  liberal  quantities  of  the  same 
solution  was  undoubtedly  responsible  for  the  prompt  reaction. 
In  addition  the  usual  restoratives  were  administered  and  the 
bodily  heat  maintained  by  hot  water  bags. 

On  the  second  day  following  the  operation  the  placenta  was 
voluntarily  expelled  from  the  uterus. 

On  the  third  day  three  fecal  evacuations  occurred  after  an 
enema  of  a  solution  of  epsom  salts,  turpentine  and  glycerine; 
subsequent  regularity  of  bowel  movement  was  a  feature  of 
the  convalescence. 

The  record  for  the  first  ten  days  shows  a  maximum  tem- 
perature of  ggj/i  degrees  F.  and  a  maximum  pulse  rate  of 
96,  indicating  that  le^age  from  the  bowels  and  infection  from 
the  uterine  wound  were  both  averted.  Life,  however,  became 
endangered  by  sepsis  from  still  another  source,  viz.,  an  infected 
uterine  cavity.  On  the  eleventh  day  following  the  operation 
the  patient  experienced  a  chill  and  developed  a  temperature 
of  105  degrees  F.  In  my  absence  from  the  city  Dr.  Gilbert 
Fitzpatrick,  who  was  then  resident  physician  of  the  sanitarium, 
promptly  curetted  the  uterus,  disinfected  same  and  packed 
it  with  iodoform  gauze.  This  action  checked  further  progress 
of  sepsis  and  the  subsequent  recovery  of  the  patient  was  un- 
interrupted. 

Three  years  after  this  operation  the  patient  gave  birth  to  a 
male  child.  A  year  later  she  moved  away  from  Chicago  and 
since  then  I  have  not  heard  from  her. 

The  lesson  of  practical  value  to  be  derived  from  this  case 
is  the  possible  danger  of  the  curette  in  the  hands  of  those 
imfamiliar  with  surgical  procedure  and  the  necessity  for  the 
exercise  of  judgment  and  technical  skill,  even  in  so  trivial  an 
operation  as  the  currettage  of  a  uterine  cavity.  The  above 
case  I  believed  to  be  unique  in  the  annals  of  obstetrics  until 
my  attention  was  called  a  few  days  ago  to  a  similar  case 
reported  by  Drs.  H.  P.  Barton  and  C.  A.  Smalley,  of  Los 
Angeles,  the  report  of  which  can  be  found  in  the  May  number 
of  the  Journal  of  the  American  Medical  Association. 
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POST-PARTUM   HEMORRHAGE,   ADHERENT   PLA- 
CENTA, TWO  SUCCESSIVE  PREGNANCIES.* 

BY    EMMA    JANE   WEST,    M.D. 

At  an  early  morning  hour  I  was  called  to  come  prepared 
for  a  confinement.  Not  having  had  the  case  under  observation 
at  all,  I  took  along  a  few  extra  things  that  I  might  need ;  it 
was  well  that  I  did.  I  waited  for  the  patient  to  have  several 
pains  before  I  examined  her,  as  I  saw  no  need  of  hurry.  In 
the  meantime  I  listened  to  her  history  of  the  first  confinement. 
On  that  occasion,  she  said,  she  called  the  physician  as  soon  as 
she  was  taken  ill,  for  she  was  afraid,  but  did  not  know  why. 
She  was  22  and  her  husband  23  years  old  at  this  time.  When 
the  physician  came  he  laughed  at  her  fears  and  said :  "Fll  put 
you  to  sleep  and  you  will  know  nothing  of  it."  Besides  he 
was  going  to  a  baseball  game,  and  did  not  intend  to  have  a 
little  baby  interfere  with  his  arrangements. 

She  had  been  ill  an  hour  before  he  began  the  chloroform, 
and  it  took  him  another  hour  to  deliver  her.  She  exclaimed : 
''I  had  never  been  ill  before,  and  I  have  never  been  well  since, 
so  I  thought  I'd  get  a  woman  physician,  because  she  would 
not  be  strong  enough  to  pull  on  the  instruments." 

The  patient  said  that  she  had  been  in  more  or  less  pain  for 
two  weeks,  but  was  so  determined  to  have  her  child  without 
the  use  of  instruments  that  she  would  not  even  send  for  me 
till  she  was  certain  she  needed  me,  for  fear  I  would  hurry 
with  her.  She  did  not  like  doctors,  as  she  had  never  been 
well  since  the  birth  of  her  boy  four  years  previous. 

Upon  examining  her  I  found  the  perinaeum  lacerated  and 
the  cervix  torn  unilateral.    When  I  first  touched  it  I  thought  . 
I  had  a  foot  presentation,  but  on  feeling  for  the  toes  to  con- 
firm my  belief,  I  found  it  to  be  the  anterior  lip  of  the  cervix 
swollen  and  pouching. 

I  cannot  describe  it,  the  stiffness  and  puckering  sensation, 
like  a  draw  string.  I  tried  to  dilate  and  stretch  by  rotary 
movements  with  my  fingers,  using  vaseline  to  lubricate  the 
parts.  I  made  no  progress.  I  gave  five-drop  doses  of  the 
tincture  of  gelsiminan  twent>'  minutes  apart  for  three  doses, 
until  an  hour  had  gone  by  with  no  relief.     She  became  very 

♦Read  before  the  American  Institute  of  Homoeopathy.  June,  1909. 
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Tiervous  and  restless;  the  pains  began  to  increase,  but  would 
not  last  long  enough  to  do  any  good.  She  began  to  wish  she 
had  the  doctor  with  the  instruments.  I  told  her  that  I  could 
and  would  use  them  if  it  became  necessary,  but  it  was  not  time 
for  them. 

I  did  begin  to  give  chloroform  and  it  gave  her  much  courage 
and  increased  the  pains,  but  they  would  not  last.  I  felt  some- 
thing was  wrong,  but  the  child  was  coming  all  right. 

I  began  stretching  the  cervix  and  kept  at  it  until  I  had  the 
head  through  it.  But  if  I  stopped  five  minutes  when  my 
fingers  cramped  it  would  contract  over  it  again. 

The  swelling  of  this  torn  cervix  became  as  large  as  an  tgg, 
so  that  I  could  see  it  before  the  head  could  be  seen.  I  finally 
began  assisting  her  all  the  time,  reaching  over  and  giving 
chloroform  whenever  she  would  ask  for  it.  I  had  no  one 
but  the  husband  in  the  house;  and  he  was  a  timid,  gentle  sort 
of  a  man.  In  about  four  hours  I  had  a  nine-pound  boy,  and 
we  were  all  smiling  and  happy. 

Remember,  I  had  given  chloroform  fully  three  hours,  and 
when  the  child  came  she  was  quite  under  the  anaesthetic,  but 
awakened  in  a  few  moments. 

I  was  just  severing  the  cord  when  I  felt  something  warm 
spatter  my  arm,  and  a  sighing  respiration  caught  my  ear.  I 
turned  to  her  quickly  and  said,  "Are  you  feeling  all  right?" 
She  replied,  "I  am  going  to  faint,"  and  immediately  proved 
her  word. 

That  pallor!  I  wish  I  could  describe  it,  the  suddenness  of 
it  all.  I  had  heard  and  read  much  about  post-partum  haemor- 
rhage. I  thought  I  understood  it  thoroughly,  but  for  a  surprise 
this  is  the  greatest  event  in  a  physician's  life — ^to  try  one's 
'nerves,  to  make  one  think  quick,  to  test  one's  level-headedness, 
and  to  get  active  at  once. 

Did  I  get  excited  ?  Not  at  all.  I  did  not  have  time  for  that. 
My  years  of  hospital  work,  much  of  it  emergency  work,  had 
schooled  me  not  to  get  excited  until  afterwards.  I  appreciated 
that  training  then  if  ever  I  did. 

I  severed  the  cord  quickly,  handing  the  baby  to  the  father. 
I  told  him  to  put  him  anywhere  and  come  to  help  me. 

I  tried  to  get  the  placenta  by  inserting  my  hand.  That 
brought  her  out  of  the  faint  quick  enough,  and  she  resisted 
me  so  strenuously  that  I  put  my  arms  under  her  knees  and 
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lifted  her  bodily  head  downward,  telling  the  husband  to  put 
a  chair  under  the  foot  of  the  bed,  and  then  come  and  do  just 
what  I  was  doing.  I  quickly  gave  a  hypodermic  of  Squibb's 
ergot,  also  in  the  other  arm  a  hypodermic  of  1-40  grain 
strychnine  sulphate.  I  tried  the  Crede  method,  but  could  not 
find  the  fundus  of  the  uterus.  The  abdomen  was  ballooning 
greatly,  but  the  flow  was  ceasing. 

I  did  not  like  it,  and  decided  to  call  another  physician.  I 
told  the  husband  to  call  any  physician's  office  and  say,  "a  post- 
partum haemorrhage,''  that  would  be  all  sufficient  to  bring  any 
physician ;  to  tell  him  not  to  bring  anything,  as  I  had  all  things 
necessary.     I  only  wanted  some  one  to  give  the  chloroform. 

I  had  tried  to  get  the  husband  to  give  it,  but  he  strenuously 
refused. 

He  called  the  fifth  office  before  he  got  a  response.  Probably 
the  whole  time  did  not  exceed  over  fifteen  minutes,  as  we 
were  only  a  few  blocks  from  all  the  offices. 

In  the  meantime  I  had  persisted  in  searching  for  the  fundus 
and  had  it  well  in  my  grasp,  and  felt  safe  as  long  as  I  kept 
hold  of  it. 

As  the  physician  came  in  I  asked  him  to  come  just  as  he 
was  and  give  the  chloroform.  I  think  he  was  hard  of  hearing, 
for  I  asked  him  three  times  to  hurry.  But  he  went  out  into 
another  room  and  prepared  his  hands  and  came  in  just  as 
deliberate;  then  he  began  to  examine  the  patient. 

She  looked  so  ghastly  that  I  was  anxious  for  her,  so  I  began 
the  chloroform  without  further  delay. 

He  worked  a  long  time.  I  asked  him  what  the  conditions 
were,  and  then  I  was  certain  he  was  deaf,  because  he  did  not 
answer  me. 

It  took  him  at  least  fifteen  to  twenty  minutes  to  remove  the 
placenta.  We  injected  normal  saline  solutions  in  the  breast. 
He  then  left  without  telling  me  the  condition  he  found,  and 
I  did  not  have  time  to  ask  him  again.  But  he  told  the  husband 
as  he  left  that  his  wife  was  dying;  would  last  about  thirty 
minutes ;  also  told  several  outside  friends,  although  I  did  not 
know  it  until  the  next  day. 

I  began  drying,  warming  and  rubbing  my  patient,  gave  such 
remedies  as  I  saw  she  needed,  and  got  a  nurse  to  take  my 
place.    I  stayed  two  hours,  until  the  pulse  was  ninety  a  minute. 

When  a  physician  gets  into  a  place  like  this,  with  no  nurse. 
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trained  or  untrained,  not  even  a  maid  or  neighbor  to  assist,. 
and  finds  conditions  requiring  a  well  equipped  hospital,  and  a 
post-partum  in  progress,  then  you  will  have  inspirations  that 
you  never  before  even  dreamed  of.  One  of  mine  was  to  get 
a  shallow  pan  (a  dripping  pan),  a  shingle  from  the  wood-box, 
a  towel,  not  strictly  surgically  clean,  from  a  line.  This  was 
my  improvised  bedpan. 

On  the  third  day  all  was  normal  except  the  milk  did  not 
come.  Baby  was  put  upon  condensed  milk  and  thrived  beauti- 
fully. Patient  remained  weak  for  some  time.  I  gave  her 
medical  attention,  and  after  six  weeks  local  treatment 
she  grew  well  and  strong.  She  would  not  submit  to  repair 
work  for  the  laceration.  Patient  was  26  years  old,  weighed 
100  pounds,  five  feet  and  one  inch  in  height,  beautiful  red  hair 
and  brown  eyes ;  never  sick  at  the  menstrual  times. 

I  hope  you  are  not  tired  of  this  case,  because  I  must  tell 
you  of  it  again  just  three  years  later. 

Second  Coniinement. 

This  patient  engaged  me  again  two  years  and  ten  months 
later.  This  time  I  had  two  months  to  prepare  her  for  it,  and 
two  months  of  anxiety.  You  may  rest  assured  that  I  left 
nothing  undone  by  way  of  study  and  quizzing  my  professional 
friends  about  it. 

Patient  kept  in  excellent  health  all  the  time  during  this 
pregnancy.  I  engaged  a  good  old  doctor  friend  to  come  if  I 
needed  help  to  assist  me.  (I  intended  doing  the  work  this 
time,  and  told  him  so.)  He  kindly  consented  to  do  anything 
I  wished  him  to.  The  patient  went  a  week  past  her  expected 
time,  and  I  had  a  week  of  extra  insomnia. 

In  the  early  morning  of  last  September  I  was  notified  not 
to  go  far  from  my  office  without  letting  the  family  know 
where  I  was,  because  they  would  need  me  during  the  day. 

I  was  not  called,  however,  until  seven  in  the  evening.  The 
patient  said  she  had  no  pain,  but  the  pressure  was  so  great 
that  I  had  better  come. 

On  arriving  I  examined  her  at  once.  I  found  the  cervix 
fully  dilated,  the  head  already  bulging  the  perinaeum.  the  sac 
of  water  tense  and  about  to  rupture. 

The  nurse  hurried  her  to  bed.  There  was  a  nurse,  also  a 
maid,  this  time. 
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In  the  meantime  1  was  getting  my  paraphernalia  ready  to 
grasp  in  case  an  emergency  of  any  kind  might  arise. 

I  made  another  examination  as  soon  as  the  patient  was  in 
bed  and  pinched  the  sac ;  a  flood  of  water  came,  also  a  good, 
hard  pain.  Three  more  pains  in  rapid  succession  followed, 
when  an  eight-pound  girl  was  born — ^an  easy,  perfect  con- 
finement. 

Remember,  I  had  not  given  any  chloroform  this  time.  I 
had  always  wondered  if  too  much  had  been  given  before, 
causing  the  uterus  to  become  inert. 

I  had  already  notified  my  good  doctor  friend  not  to  go  to 
bed  early,  as  I  was  on  my  troublesome  case. 

As  soon  as  the  child  came  I  gave  patient,  by  mouth,  a  dram 
of  Squibb 's  ergot.  Everything  went  smoothly;  the  uterus 
contracted  hard  and  small. 

I  sat  down  and  gently  massaged  the  uterus,  controlling  my 
fears  by  quoting  to  myself  **success,  success,"  and  several 
other  **new  thought"  phrases.  They  are  all  right  when  noth- 
ing is  wrong,  but  they  won't  work  in  an  emergency  case. 

I  waited  fifteen,  twenty,  thirty  minutes,  when  I  felt  the  uterus 
crawling  under  my  hand.  I  grasped  it  tight,  and  used  the 
Crede  method.     The  pallor  came  just  as  it  did  before. 

I  asked  her  if  she  was  feeling  all  right.  She  replied  she  was 
greatly  exhausted  and  did  not  see  me  well. 

I  was  ready  for  anything  this  time.  I  dropped  a  tablet  of 
glonoine  upon  her  tongue.  I  had  prepared  a  hypodermic  of 
rye  whiskey,  which  I  gave  quickly,  and  stepped  to  the  tele- 
phone myself,  asking  the  physician  to  come  at  once;  that 
nothing  had  happened,  but  every  indication  was  present.  He 
was  expecting  the  call,  and  was  not  ten  minutes  responding 
to  my  call.  In  those  few  minutes  the  patient  flooded  just  as 
she  did  before. 

I  grasped  the  fundus  and  used  Crede  method  while  waiting, 
and  she  was  so  exsanguinated  that  the  physician  said  he 
thought  it  risky  to  give  chloroform — ^that  he  would  use  the 
Crede  method  while  I  inserted  my  hand.  This  I  tried  to  do, 
but  came  upon  something  that  would  not  yield,  the  cord 
firmly  gripped  by  this  something. 

The  inner  sphincter?  I  am  certain  the  external  sphincter 
was  torn  through  on  both  sides. 

I  worked  to  get  through  this  obstruction,  with  the  cord  for 
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my  guide,  till  my  fingers  cramped.  Then  I  said:  "My  good 
doctor,  I've  met  my  *  Waterloo;*  you  take  my  place  and  Fll 
give  chloroform.  Tm  not  afraid  to  give  it;  probably  it  will 
help  to  relax  this  grip."  It  took  very  little  to  put  her  to  sleep, 
and  she  improved  under  the  anaesthetic  wonderfully. 

This  physician  has  been  in  practice  thirty  years,  yet  he  ex- 
claimed at  once:  **I  don't  know  what  I  have  found."  He 
worked  for  several  minutes,  and  remarked  that  not  in  twenty 
years  had  he  found  so  difficult  and  puzzling  a  case. 

The  uterus  felt  "twisted  or  turned  upside  down;"  the  cord 
was  the  only  thing  he  could  make  out. 

The  chloroform  helped  to  relax  the  tension,  but  it  took  at 
least  twenty  minutes  to  remove  the  placenta  this  time  also. 

We  concluded  that  it  was  hour-glass  contraction.  I  did 
not  think  it  mattered  much  what  we  called  it,  just  so  we  got 
it  all. 

My  good  friend  stayed  an  hour  with  me  to  watch  the  case. 
We  examined  the  placenta  and  found  lumpy,  chalky  deposits 
in  several  places  upon  the  middle  portion  of  it. 

The  haemorrhage  ceased  at  once;  the  uterus  stayed  con- 
tracted and  firm.  The  next  day  the  patient  was  normal,  but 
-weak  and  tender  across  the  pelvis. 

The  milk  came  in  abundance  on  the  third  day,  but  no  per- 
suasion would  induce  her  to  nurse  the  child.  The  case  was 
dismissed  on  the  third  day.  Remember,  the  first  time  the 
patient  had  chloroform  three  hours,  ergot  hypodermically  after 
the  haemorrhage,  saline  solution  in  the  breast,  and  not  a  particle 
of  milk  came. 

The  second  time  patient  was  delivered  without  chloroform, 
ergot  by  mouth  before  the  haemorrhage,  was  not  given  saline 
solution,  but  was  given  1-60  grain  strychnine  sulphate  and 
54  grain  morphia  sulphate  hypodermically. 


Digitized  by 


Google 


4o8  J.  K.  C0uch,  M.D. 

AXIS    TRACTION    FORCEPS   V.    TELEPHONE   AND 
MOTOR  CAR. 

BY   J.    K.   COUCH,   M.D. 

The  object  of  my  paper  is  to  offer  a  protest  to  the  almost 
universal  interference  on  the  part  of  our  profession  in  the 
normal  powers  of  parturition.  Although  I  have  specified  one 
instrument  only,  I  wish  you  would  accept  it  as  representative 
of  many  others,  such  as  curettes,  Hegar's,  Bossi's,  perforators,, 
cranioclasts,  craniotribes,  etc. 

This  year  I  am  of  age  as  an  accoucheur,  as  it  is  twenty-one 
years  this  month  since  I  attended  my  first  confinement.  In 
the  first  ten  years  of  my  practice  we  did  not  have  the  advan- 
tages of  the  telephone  to  allow  us  to  remain  in  bed  until  the 
last  possible  moment,  or  motor  cars  to  take  us  to  a  case  in  a 
few  moments,  or  even  the  useful  bicycle,  but  it  was  practically 
the  rule,  once  in  the  house,  it  was  a  case  of  waiting  until  the 
stranger  arrived. 

During  this  period  we  never  washed  our  hands  prior  to 
making  an  examination,  and  a  little  lard  or  butter  on  a  saucer 
was  the  usual  lubricant  provided.  If  instruments  had  to  be 
used,  and  up  to  this  time  it  was  considered  the  exception,  and 
not  the  rule,  to  use  them,  it  was  considered  sufficient,  if  they 
were  placed  in  a  jug  of  hot  water  to  warm  them,  and  carbolic 
was  added  to  sterilize  them.  In  making  a  vaginal  examination,, 
we  were  always  instructed  never  to  expose  the  patient,  but  to 
feel  always  for  the  vulva,  and,  as  a  guide,  we  were  specially 
told  to  pass  the  finger  over  the  anal  cleft  until  we  found  the 
septic  canal  dimple,  passing  our  finger  still  further  forward 
until  we  entered  the  vagina.  The  doctor  was  recommended 
to  examine  every  few  pains,  after  the  membranes  had  ruptured, 
and  to  keep  on  worrying  his  patient,  if  she  did  not  worry  him 
by  her  importunities  for  chloroform. 

I  will  now  explain  the  title  of  my  paper,  "Axis  Traction 
Forceps  versus  Telephone  and  Motor  Car." 

In  the  higher  ranks  of  society  a  doctor  is  usually  engaged 
to  attend  a  midwifery.  Why  are  his  services  retained?  I 
am  sure  it  is  a  great  waste  of  energy  on  his  part  to  wait  hours 
attending  a  normal  labor,  and  this  combined  with  the  patient's 
clamoring  for  chloroform  the  attendant  is  tempted  to  put  on 
forceps  long  before  they  ought  to  be  used.    I  am  not  referring 
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to  cases  where  the  head  is  in  the  first  position  and  near  the 
outlet  in  a  multipara  and  pains  are  good,  where  there  is  very 
little  risk  of  more  trauma  with  forceps  than  without,  but  I 
am  referring  to  those  cases  where  the  head  is  high  up  and 
not  rotated,  called  the  high  forceps  operation.  Childbirth  is 
a  natural  process.  In  all  the  lower  animals  and  among  savages 
it  is  finished  without  help.  Why,  then,  cannot  civilized  women 
have  babies  without  a  doctor's  presence?  All  that  the  doctor 
does  is  to  tie  and  cut  the  cord  and  possibly  express  the  placenta. 
He  cheers  the  patient,  tells  her  ever>'thing  is  well,  and  thus 
removes  or  lessens  fear.  He  usually  towards  the  termination 
of  a  case  administers  an  anaesthetic,  but  this  is  not  obstetrical 
work.  With  a  pelvis  of  normal  size,  a  child  of  normal  size, 
healthy  passages,  and  a  normal  presentation,  there  can  be  no 
mechanical  hindrance  to  normal  midwifery. 

Sagittal  Suture. — In  making  a  vaginal  examination,  we  all 
know  how  difficult  it  is  to  ascertain  the  direction  of  the  sagittal 
suture  when  the  head  is  only  in  the  upper  part  of  the  basin, 
especially  if  the  woman  is  on  her  side.  May  I  suggest  placing 
her  on  her  back,  as  the  pelvis  slopes  towards  the  centre  of  the 
bed  when  we  examine  her  on  her  side.  If  we  learn  to  palpate 
the  abdomen  correctly,  the  direction  of  the  sagittal  suture  will 
soon  confirm  which  oblique  diameter  the  head  is  in,  and  the 
posterior  fontanelle  always  indicates  how  far  the  head  is 
flexed.  In  one  case  which  I  attended  I  recognized  that  there 
was  sufficient  room  for  the  passenger,  and  I  allowed  the  patient 
to  remain  five  days  and  a  half  in  labor,  with  intervals  for  sleep, 
with  a  perfect  result  for  mother  and  child.  The  os  took  this 
time  to  dilate,  and  as  the  membranes  had  not  ruptured,  I  had 
no  cause  for  alarm.  An  axiom  I  always  teach  my  midwifery 
class  is,  as  long  as  the  waters  have  not  ruptured,  no  harm  can 
come  to  either  mother  or  child.  Weak  pains  may  make  the 
labor  long,  but  they  bring  with  them  no  sort  of  risk. 

Forceps. — One  tip  in  the  use  of  forceps,  which  ought  to  be 
more  generally  known,  is,  do  not  tie  or  screw  the  handles 
together;  they  cannot  slip  off  the  head  if  applied  properly. 
A  large  number  of  children  die  from  meningeal  haemorrhage 
from  this  squeezing,  and  many  frequently  are  born  in  a  con- 
dition of  asphyxia  pallida,  and  die  shortly  after  birth. 

I  am  sure  that  axis  traction  forceps  are  far  more  useful 
than  the  ordinary  variety. 
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Now,  when  should  we  use  forceps?  I  will  only  refer  tx) 
the  conditions  which  should  be  present  before  they  are  applied. 
( I )  The  greatest  diameter  of  the  head  should  have  passed  the 
brim.  (2)  The  os  must  fully  dilated.  It  is  scarcely  ever 
necessary  to  extract  a  head  through  an  incompletely  dilated  os. 
If  this  is  done,  laceration  is  almost  certain  to  result,  and  we 
are  never  certain  how  far  a  laceration  once  started  may  extend. 
If  we  must  deliver  by  the  forceps  when  the  os  is  only  semi- 
dilated,  the  cervix  should  be  incised  bilaterally,  and  thus  lacer- 
ation avoided.  (3)  The  membranes  must  be  ruptured.  If 
they  are  not  ruptured,  and  they  are  included  between  the 
forceps  and  the  head,  we  may  detach  the  placenta.  I  find  it 
is  very  difficult  to  recognize  with  gloves  that  the  waters  have 
ruptured,  and  for  many  years  past  I  have  used  Ferguson's 
speculum  to  ascertain  this  fact  by  visual  inspection.  (4)  Tht 
rectum  and  bladder  must  be  emptied. 

I  do  not  propose  entering  into  the  indications  for  the  proper 
use  of  forceps.  The  object  of  my  paper  is  to  offer  a  modest 
protest  to  the  universal  habit  of  interfering  with  the  oldest 
accoucheur  in  the  world,  mother  Nature,  and  especially  the 
application  of  forceps  before  they  are  really  required. 

Eighteen  months  ago  I  saw  a  patient  who  had  been  confined 
a  few  months  previously,  very  anaemic ;  she  had  a  badly  lacer- 
ated cervix,  and  extending  into  both  broad  ligaments,  there 
was  marked  thickening  from  cellulitis,  a  long  scar  extending 
along  the  right  border  of  the  roof  of  the  vagina  from  the  right 
fornix  to  the  vulva,  also  a  perineum  which  had  been  sewn 
up.  Now,  previous  to  her  confinement,  she  had  been  a  strong, 
healthy  woman,  and  she  had  an  averige-sized  pelvis ;  the  child 
was  stillborn,  thanks  to  the  squeezing  of  the  forceps.  In  fact, 
the  woman  was  a  perfect  wreck.  Undoubtedly  it  had  been  a 
■case  of  right  occipito  post,  with  the  forceps  applied  before  the 
cervix  was  fully  dilated,  and  then  a  very  strong  pull.  Art 
had  tried  to  do  what  nature  can  do,  and  usually  does,  if  she 
had  been  left  alone.  I  have  had  a  very  large  number  of  cases 
of  right  occipito  post,  and  have  always  regretted  my  inter- 
ference. 

Pelvimetry. — How  many  of  us  use  a  pelvimeter,  so  as  to 
know  with  a  fair  amount  of  accuracy  what  size  pelvis  we  are 
dealing  with. 

I  well  remember  a  case  in  which,  thanks  to  my  forceps  and 
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the  impatience  of  the  mother,  the  child  on  two  occasions  was 
stillborn.  On  the  third  occasion,  however,  I  had  just  bought 
a  pelvimeter  and  I  persuaded  the  patient  to  do  all  the  work 
herself.  This  she  did,  and  a  living  child  was  the  result.  I 
had  ascertained  that  the  pelvis  was  normal,  and  patience,  not 
forceps,  was  wanted. 

I  know  of  another  case  where  a  practitioner  had  used  forceps 
on  two  occasions,  and  the  children  were  stillborn;  so  at  the 
third  pregnancy  he  brought  labor  on  at  the  seventh  month; 
this  also  was  unsuccessful ;  the  fourth  was  successful  at  term, 
thanks  to  patience,  not  forceps,  and  the  pelvimeter  which  I 
used. 

Auscultation, — I  can  always  hear  the  foetal  heart  with  a 
wooden  stethoscope  on  my  naked  ear,  but  I  have  always  failed 
to  hear  it  with  either  a  binaural  or  a  phonendoscope.  I  think 
this  is  the  reason  why  so  many  men  never  examine  for  it,  as 
they  had  failed  at  first  with  the  two  last-mentioned  instru- 
ments. 

Bossi's  Dilators. — I  have  only  used  Bossi's  dilators  on  one 
occasion ;  a  friend  of  mine  bought  the  instrument  when  they 
were  first  introduced.  It  was  a  prolonged  first  stage.  In  this 
case  the  poor  woman  got  sepsis,  thanks  to  Bossi,  a  worrying 
husband,  an  importunate  patient,  and  last,  but  not  least,  myself. 

I  have  performed  every  variety  of  obstetric  operation,  from 
simple  low  forceps  to  Caesarean  section,  but  I  have  not  per- 
formed symphysiotomy  or  pubiotomy. 

Cranioclasm. — I  have  had  a  craniotribe  for  five  years,  but 
have  not  used  it.  I  had  previously  perforated  and  delivered 
by  cranioclasm  on  four  occasions.  I  am  sure  on  reviewing 
these  cases  they  must  have  been  occipito  and  posteriors,  and  I 
cannot  help  thinking  if  I  had  left  50  per  cent,  alone  they  would 
have  delivered  themselves. 

Version. — I  had  one  unfortunate  case  of  rupture  of  the 
uterus  while  doing  a  version  in  a  very  stout  woman.  She  died 
in  three  days  after  the  accident. 

Ante-partum  Haemorrhage. — During  this  period  of  twenty- 
one  years  I  have  seen  five  deaths  from  ante-partum  haemor- 
rhage in  my  own  practice  and  that  of  others.  One  was  a  case 
of  concealed  accidental  haemorrhage,  two  of  external  accidental 
haemorrhage,  one  from  placenta  praevia. 

Placenta  Praevia. — A  few  words  about  the  rule-of-thumb 
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treatment  of  placenta  praevia,  turn  and  deliver.  I  quite  agree 
this  is  very  good  treatment  if  there  is  active  hemorrhage,  but 
how  often  have  I  seen  the  foetus  turned  in  the  absence  of 
bleeding  and  dragged  out  directly  afterwards,  instead  of  turn- 
ing and  leaving  the  expulsion  to  nature.  It  seems  to  be  the 
rule  if  there  has  been  any  ante-partum  haemorrhage,  although 
it  has  ceased,  we  must  interfere.  I  have  often  asked  why?  I 
have  never  seen  a  serious  case  of  post-partum  haemorrhage. 
I  have  carried  a  Horrock's  transfusion  set  for  about  twelve 
years  in  my  midwifery  bag,  and  I  have  only  used  it  on  four 
or  five  occasions. 

Gonorrhoeal  Infection. — As  bearing  on  the  few  cases  which 
occasionally  arise  when  we  cannot  blame  the  nurse  or  our- 
selves, I  would  like  to  mention  this  case.  I  was  engaged  to 
attend  a  fine  healthy  woman,  primipara,  and  the  child  was 
coming  into  the  world  as  I  arrived.  I  had  no  trouble  with  the 
placenta.  I  remarked  to  the  mother  that  she  ought  to  make 
an  absolutely  perfect  convalescence,  as  she  had  had  no  vaginal 
examinations,  when-,  two  days  afterwards,  the  child  developed 
conjunctivitis,  and  in  five  days  the  mother  acute  salpingitis, 
which  laid  her  up  for  three  months ;  this  was  due  to  her  hus- 
band's recent  gonorrhoea,  and  not  to  either  nurse  or  doctor. 

The  Placenta. — As  students,  we  were  taught  never  to  let 
the  uterus  go  from  the  time  the  child  was  bom  to  half  an  hour 
after  it  was  delivered.  We  were  told  then  to  keep  the  woman 
on  her  side,  and  to  use  the  left  hand,  to  keep  on  squeezing  the 
uterus  for  twenty  minutes;  then  we  were  to  give  it  a  hard 
squeeze,  and  to  continue  this  process  until  we  had  delivered 
the  placenta.  I  remember  the  large  number  of  women  that 
used  to  dread  the  delivery  of  the  placenta  far  more  so  than 
that  of  the  child.  No  doubt  in  many  of  these  cases  we  used 
to  compress  and  squeeze  a  full  bladder  as  well  as  the  uterus. 
But  is  was  always  a  painful  process  for  the  woman. 

Nowadays,  thanks  to  the  description  one  reads  of  Crede  in 
the  Rotunda  methods,  we  hardly  cause  any  pain  at  all,  and 
we  also  turn  the  woman  on  to  her  back  to  prevent  the  admis- 
sion of  air. 

I  should  like  to  mention  a  case  which  I  have  attended  in 
the  last  six  months.  Tt  was  a  case  of  slight  placenta  praevia, 
and  abdominal  examination  showed  me  the  child  lay  in  a  left 
dorso  anterior  position ;  this  I  turned  by  internal  version,  and 
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the  mother  completed  the  work  of  delivering  the  child.  I 
waited  for  an  hour  and  a  half  for  the  uterus  to  drive  the 
placenta  into  the  vagina.  All  the  symptoms  of  its  having 
done  so,  such  as  lengthening  of  the  cord,  elevation  of  the 
fundus,  increased  mobility  of  the  fundus,  were  wanting.  What 
did  I  do?  Well,  I  suppose  you  would  say,  as  my  hand  was 
gloved,  as  it  was,  I  would  have  extracted  it.  I  did  nothing  of 
the  kind;  I  went  home  to  bed,  and  on  calling  the  following 
<lay  was  told  it  came  away  four  hours  afterwards. 

In  another  case,  I  was  sent  for  two  hours  after  the  birth  of 
the  child  to  express  a  placenta ;  a  well-trained  nurse  had  failed 
to  express  it ;  she  did  not  notice  that  the  bladder  was  full,  and 
all  the  time  she  had  been  trying  to  do  Crede  she  had  been 
squeezing  the  woman's  bladder  and  giving  her  great  pain. 
A  catheter  was  passed,  and  I  expressed  the  placenta  quite 
•easily. 

In  the  first  case,  that  is,  where  the  placenta  came  away  by 
itself,  I  left  it  because  of  my  experience  three  years  ago  in 
two  cases.  I  introduced  my  gloved  hand  in  each  case,  and  in 
the  two  I  had  mild  attacks  of  septicaemia.  One  was  laid  up 
for  five  weeks  and  the  other  three.  In  both  of  these  I  had  the 
advantage  of  a  highly-trained  nurse,  and  I  could  find  no  fault 
in  my  technique,  beyond  the  fact  that  I  did  what  I  had  no 
business  to  do,  viz.,  to  introduce  my  gloved  hand  after  passing 
through  a  vagina  into  a  clean  uterus.  If  in  these  cases  I  had 
gone  away  and  allowed  nature  to  drive  the  placenta  out,  I 
should  have  had  no  trouble.  Remember  the  interior  of  the 
uterus  is  like  a  huge  open  wound  directly  after  labor.  While 
I  am  on  the  treatment  of  the  placenta,  I  should  like  to  say  a 
few  words  on  its  expression.  Why  one  should  start  worrying 
a  tired  uterus  the  moment  the  child  leaves  it,  I  really  don't 
know,  and  my  practice  for  some  time  past  has  been  simply  to 
keep  my  hand  over  it,  but  not  compressing  it,  until  it  has  re- 
tracted, and  then  go  and  do  something  else,  such  as  to  repair 
a  perineum,  after  the  child  has  been  tied  off. 

We  have  all  been  taught  to  dread  P.P.H.  I  am  positive  if  we 
leave  the  uterus  alone  we  will  never  get  it  in  a  normal  labor. 
Why  should  we  get  it?  If  you  commence  to  worry  and  squeeze 
it.  what  happens?  You  make  the  uterus  contract  irregularly, 
and  hour-glass  contractions  may  set  it.  The  placenta  may  be 
only  partially  loosened,  and  to  explain  the  post-partum  which 
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has  happened,  and  the  necessary  manual  extraction,  we  tell 
the  patient  that  the  afterbirth  was  fast  to  her  side.  I  never 
saw  a 'case  of  P.P.H.  in  a  case  attended  by  a  nurse  who  left 
the  uterus  alone  and  did  not  pull  on  the  cord.  Why  interfere 
with  nature?  Recollect  also  many  a  case  of  post-partum 
haemorrhage  is  not  due  to  bleeding  from  a  placental  site,  but 
from  a  torn  cervix  and  upper  vagina,  the  result  of  our  inter- 
ference with  forceps.  I  have  removed  many  placentae  from 
the  uterus,  but  I  have  yet  to  come  across  a  caSe  of  adherent 
placenta. 

When  the  head  is  born,  I  do  not  pull  on  it  to  deliver  the 
body,  or  hook  my  finger  under  a  shoulder,  or  push  it  down 
from  above,  but  I  let  the  uterus  and  the  mother's  abdominal 
muscles  complete  the  delivery.  I  am  sure  by  this  alone,  not 
prematurely  emptying  the  uterus,  I  get  much  better  uterine 
retraction. 

In  examining  for  a  torn  perineum,  I  put  the  woman  on  her 
back,  and  have  a  good  look^  with  as  good  an  illumination  as 
possible.  I  always  suture  up  every  little  tear.  I  confess  to* 
having  had  four  or  five  complete  perineal  ruptures,  for  which 
I  plead  guilty,  all  in  breech  cases  through  delivering  the  head 
too  quickly,  to  save  the  child's  life.  In  only  one  of  these  cases- 
did  I  fail  to  get  complete  primary  union  of  the  whole  wound. 

When  I  was  a  student  we  were  taught  to  wait  six  weeks 
before  we  attempted  to  sew  up  a  total  rupture.  I  may  state 
I  have  given  up  doing  episiotomy,  as  I  find  any  tear  of  the 
fourchette  heals  up  quite  as  readily  as  those  from  episiotomy. 

During  the  last  two  years  I  have  attended  125  cases  of  mid- 
wifery, and  during  this  period,  thanks  to  gloves  and  trusting 
principally  to  nature,  telephone  and  motor  car,  and  forceps  in 
seven  cases  only,  I  had  not  a  single  case  with  a  temperature- 
above  100°  due  to  the  labor.  In  only  one  of  these  cases  was- 
the  perineum  torn  more  than  through  the  fourchette,  and  that 
was  a  complete  rupture  from  precipitate  labor  which  happened 
before  my  arrival.  I  have  often  seen  my  friends  stitch  up  a 
perineum,  with  the  woman  on  her  side,  perhaps  using  one  or 
two  sutures.  I  recommend  the  woman  should  always  be  placed 
in  the  dorsal  position,  and  the  vaginal  and  perineal  surfaces- 
should  be  both  sutured.  For  the  dorsal  position  I  always  use 
webbing  leg  straps.  They  occupy  far  less  room  than  Clover's 
crutch,  and  are  handier  than  the  sheet. 
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Occipito  Posterior  Presentations, — A  R,O.P.  which  I  did 
not  recognize  until  I  had  taken  the  forceps  off,  because  I  could 
not  bring  the  child  down.  I  left  the  house  and  told  them  I 
would  be  back  in  six  hours,  when  nature  had  accomplished 
what  I  had  failed  to  do — i,e,,  brought  forth  a  living  child.  A 
good  rule  to  follow,  if  you  put  the  forceps  on  and  you  find 
the  child  does  not  move  easily,  take  them  off  and  re-examine 
the  abdomen  and  the  position  of  the  head  once  more  to  deter- 
mine thereby  the  position  of  the  child  more  accurately, 
as  I  did  in  this  case.  I  am  perfectly  convinced  it  is  in  these 
cases  of  occiput  to  the  back,  which  are  not  recognized  as  such, 
that  we  cause  so  much  trouble  by  our  interference.  Remember 
the  long  turn  does  not  take  place  until  the  head  is  down  on 
the  perineum;  tns-a-tergo  is  far  more  efficacious  than  vis-a- 
fronte,  I  believe  only  four  per  cent,  of  these  cases  fail  to 
rotate  if  left  to  nature ;  but  what  a  number  I  have  seen  born 
face  to  pubes,  thanks  to  forceps  and  vis-a- fronte.  And  what 
happens?  There  may  be  only  a  small  tear  in  the  fourchette; 
but  use  a  Sims'  speculum  with  the  shoe  towards  the  bladder, 
and  you  may  see  a  tear  running  up  the  vagina.  In  these  cases 
more  than  any  other  leave  well  alone,  and  go  away  and  trust 
friend  nature.  I  have  come  to  the  conclusion  that  nearly  one 
case  in  three  presents  with  the  face  to  the  pubes  at  the  begin- 
ning of  labor.  I  am  positive  it  is  in  these  cases  of  occiput  to 
the  back  that  not  only  maternal  morbidity  is  greater,  but  there 
is  far  greater  injury  to  the  child. 

Hegar's  Dilators. — A  few  words  on  dilating  a  cervix  with 
Hegar's  dilators.  Of  late  it  is  not  fashionable  to  use  tents  as 
a  preliminary.  I  consider  I  am  as  careful  as  the  majority  of 
men  in  passing  Hegar's,  but  within  two  years  I  have  torn  four 
or  five  cervices  while  using  them  before  I  got  up  to  No.  10. 
I  could  feel  the  tear  from  the  cervical  mucous  membrane  pass- 
ing outwards.  Tents  are  out  of  fashion.  Why?  Because 
they  once  more  produce  sepsis;  they. once  more  get  the  blame, 
not  the  surgeon's  fingers.  I  use  tents  boiled  in  alcohol  in 
Jellett's  catgut  sterilizer.  Here  again,  even  in  the  treatment 
of  a  simple  miscarriage  without  any  symptoms  of  severe 
haemorrhage,  we  must  give  an  anaesthetic.  Use  Hegar's  and 
scrape  out  the  ovum.  On  a  few  occasions  I  have  used  a 
curette  for  this  purpose,  and  a  few  days  later  the  uterus  has 
squeezed  out  a  juice  which  I  had  left  behind,  the  curette  having 
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passed  over  its  surface.  In  the  case  of  a  miscarriage  I  once 
more  urge  patience,  and  the  woman  in  the  majority  of  cases 
will  do  all  the  work  by  herself.  I  remember  being  laughed  at 
by  many  of  the  men  when  I  took  part  in  a  discussion  at  home 
on  the  treatment  of  a  miscarriage.  Nearly  all  the  men  wanted 
to  dilate  up,  get  their  finger  in,  and  scoop  or  scrape  the  placenta 
or  secundines  out.  I  said  the  woman  should  be  left  to  do  it 
unaided  unless  there  was  sharp  haemorrhage  going  on. 

Curettes, — ^A  few  words  on  the  use  of  the  curette.  I  have 
on  two  occasions  pushed  this  instrument  through  the  uterus 
and  felt  it  in  the  abdomen.  Fortunately,  in  these  cases  no 
harm  came  to  the  woman. 

I  quite  agree  in  the  latest  practice  of  abandoning  the  use 
of  a  douche  after  the  curette  has  been  used,  and  simply  wiping 
out  the  cavity  with  gauze  in  a  forceps.  I  know  of  one  case 
where  the  uterus  must  have  been  perforated  when  I  was  giving 
a  uterine  douche,  or  the  fluid  passed  through  one  of  the  tubes, 
in  a  case  of  sepsis  after  a  miscarriage.  The  woman  gave  a 
shriek,  complained  of  intense  pain  in  the  lower  abdomen, 
within  two  hours  her  temperature  was  104°,  but  fortunately 
in  a  few  days  she  was  quite  well. 

Breech  Presentations. — For  a  few  moments  may  I  ask,  how 
many  of  us  resist  the  temptation  to  pull  on  a  leg  when  we  feel 
it  in  a  breech  case  ?  And  what  happens  ?  Not  only  the  arms 
go  up  above  the  brim,  but  the  head  extends,  causing  not  only 
a  lot  of  trauma  to  the  mother  but  frequently  the  death  of  the 
child  before  it  is  delivered.  In  this  case,  more  than  in  any 
other,  I  say  leave  well  alone.  How  many  of  us  have  pulled 
on  the  legs  and  body  of  a  dead  child  at  the  fifth  month,  and 
broken  the  body  off  at  the  neck,  giving  one  a  lot  of  trouble 
to  get  the  head  away.  This  has  happened  to  me  on  one  occa- 
sion. Now  I  go  away  and  leave  it  alone,  saying  once  bitten 
twice  shy. 

Mc  die  so  me  Midwifery. — I  cannot  help  thinking  that  the 
enormous  amount  of  maternal  morbidity  which  one  hears  of 
at  present  follows  the  practice  of  men  who  do  not  respect  the 
vagina  so  much  as  they  do  the  peritoneal  cavity.  They  convert 
every  midwifery  into  a  surgical  operation.  Well,  I  blame  in 
the  first  place  the  luxurious  life  of  the  present-day  woman. 
She  will  not  stand  the  slightest  pain.  She  does  not  want  the 
attendance  of  the  medical  men  to  superintend  her  confinement. 
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but  in  marked  English  she  says  to  the  doctor:  "Please,  will 
you  attend  me  in  my  confinement?"  But  ^he  means,  "Will 
you  give  me  chloroform  as  soon  as  the  pains  begin?"  While 
in  still  plainer  English  she  says,  "Will  you  put  on  the  forceps 
before  the  os  is  wide  opened,-  and  before  internal  rotation  takes 
place  ?"  Well,  what  happens  ?  In  the  first  place  the  cervix  is 
torn  and  the  broad  ligaments,  if  not  the  peritoneal  cavity,  are 
opened,  the  vaginal  mucosa  is  also  torn,  the  levator  ani  is 
badly,  stretched  or  torn,  and  last  and  of  least  importance,  as 
far  as  immediate  danger  is  considered,  the  perineum  is  torn 
and  jagged.  As  a  consequence,  a  strong,  healthy  woman  is 
converted  into  an  invalid.  No  wonder  women  do  their  best 
to  prevent  number  two  coming  after  such  an  experience. 

Now,  let  us  once  more  consider  the  title  of  my  paper,  which 
means  let  us  not  practice  meddlesome  midwifery.  The  major- 
ity of  medical  men  know  infinitely  more  about  Kernig's  sign, 
Koplik's  spots,  opsonic  reaction,  and  the  operations  of  excising 
the  Caesarean  ganglion,  for  instance,  than  what  they  know 
about  the  ordinary  rotations  and  descent  of  a  foetus  coming 
into  the  world,  and  yet  we  are  daily  called  upon  to  use  this 
knowledge. 

Let  us  practice  abdominal  examination,  pelvimetry,  ausculta- 
tion, and  go  away  during  the  greater  part  of  a  normal  labor, 
and  let  them  use  the  telephone,  so  as  not  to  be  tempted  to 
interfere  in  response  to  the  constant  cries  of  "Give  me  chloro- 
form ;  I  wish  you  would  do  something  for  me."  Let  us  never 
be  tempted  to  put  on  forceps  unless  the  os  is  absolutely  wide 
open. 

I  should  make  it  a  rule,  which  should  never  be  departed 
from,  in  a  case  free  from  complications,  such  as  haemorrhage, 
urae;rnia  and  its  sequelae,  vulval  haematoma,  etc.,  forceps  should 
not  be  used  in  a  normal  pelvis  as  long  as  the  head  is  not  fixed, 
and  the  sutures  and  fontanelles  can  be  felt.  If  there  are  no 
pains,  there  will  be  no  caput  succedaneum,  and  no  harm  can 
come  to  the  mother  or  child.  If  there  is  any  obstruction,  a 
caput  will  form,  and  the  fontanelles  cannot  be  felt  readily, 
and  one  can  form  a  fair  idea  of  the  difficulty  by  the  extent  of 
the  caput. 

We  always  have  the  tell-tale  signs  of  the  height  of  the 
retraction  ring,  ballooning  of  the  vagina,  dryness  of  the  vagina, 
and  standing  out  of  the  round  ligaments  to  tell  us  if  there  is 
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real  danger  to  the  woman.     We  also  watch  pulse  and  tem- 
perature. 

Uterine  Inertia, — I  have  often  asked  my  friends  why  they 
have  interfered  when  the  pains  have  gone  off.  There  is  really 
no  occasion  for  interference  in  their  absence.  I  saw  four  cases 
of  post-partum  haemorrhage  in  other  men's  patients  from  this 
very  cause.  The  woman  in  these  cases  is  much  safer  with 
the  child  inside  the  uterus  than  outside  it. 

Conclusion. — Now  I  must  ask  forgiveness  for  putting  my 
ideas  in  such  a  crude  way.  I  have  thought  of  writing  a  paper 
on  the  subject  for  the  last  half  dozen  years.  I  know  my  ideas 
are  not  generally  accepted.  The  most  popular  accoucheur  is 
the  man  who  uses  the  drop  bottle  and  the  forceps,  but  his 
patients  very  often  are  not  able  to  be  dressed  on  the  tenth  day. 

In  these  days  of  telephones  and  motor  cars  there  is  no  occa- 
sion to  think  of  saving  our  own  time  by  putting  in  the  forceps, 
when  they  are  not  wanted,  and  the  nurse  of  the  present  day 
is  as  competent  as  we  are  to  receive  the  child  in  a  normal  labor. 

It  is  so  simple  to  give  chloroform  and  put  on  the  forceps 
and  then  go  off  to  your  game  of  golf,  or  bridge,  after  you 
have  sewn  up  a  perineum,  not  noticing  the  tears  to  the  upper 
vagina  and  the  badly-torn  cervix,  perhaps  leaving  the  patient 
blanched  from  post-partum  haemorrhage,  with  a  convalescence 
that  takes  a  month,  and  pretty  up-and-down  septic  temperature 
chart.  I  am  sure  the  patient  will  be  better  pleased  with  the 
absence  of  your  services  than  if  you  had  prematurely  delivered 
her,  and  the  child  possibly  stillborn  from  meningeal  haemor- 
rhage. The  mother  may  look  tired,  and  the  friends  may  be 
very  anxious  about  the  case,  but  this  is  no  reason  why  one 
should  interfere.  I  say  again,  if  you  cannot  stay,  go  away; 
let  them  use  the  telephone  and  you  the  car,  but  not  the  forceps. 
How  much  pleasanter  it  is  to  call  and  see  our  patient  when 
she  is  making  a  nice  convalescence,  after  one's  superintend- 
ence, than  to  have  perhaps  to  make  two  or  three  visits  a  day, 
when  the  rigors  and  headaches  come  on  after  our  interference, 
and  perhaps  have  to  meet  another  practitioner  in  consultation 
who  may  get  all  the  credit  of  the  case.  Think,  also,  of  the 
gossip  and  the  uncomplimentary  remarks  passed  about  our 
want  of  skill  in  these  cases. 

I  have  done  sufficient  midwifery  in  the  last  twenty-one  years 
to  have  met  with  nearly  all  the  disasters  and  difficulties  one 
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can  meet  with,  and  you  will  recognize  I  have  been  sufficiently 
honest  to  have  confessed  them,  hence  I  trust  you  will  receive 
my  remarks  in  the  same  spirit  as  I  have  related  them.  Think 
of  the  homes  that  are  broken  up  when  the  mother  is  taken 
away,  thanks  to  our  interference ;  the  invalidism  that  is  brought 
on  if  this  does  not  happen,  also  the  great  disappointment  to 
their  hopes  when  the  child  is  stillborn. 

I  say,  finally,  use  the  telephone  and  motor  car,  but  not  the 
axis  traction  forceps ;  but,  in  any  case,  do  not  forget  the  gloves. 

4.    4.     4. 

TRAUMATIC    PERFORATIONS    OE>-THE    UTERUS 

INFLICTED  FROM  WITHIN^THE  CAVITY 

OF  THIS  ORGAN. 


BY  AIME  PAUL  HEINECK,  M.D. 

(Continued  from  page  342.) 

The  indications  for  dilatation  of  the  cervical  canal  are : 

1.  As  a  preliminary  measure  to  (a)  intra-uterine  explora- 
tion; (b)  uterine  curettage  and  other  intra-uterine  maneuvers. 

2.  As  a  therapeutic  measure  in  dysmenorrhea. 
Dilatation  or  divulsion  alone  is  not  to  be  considered  a  specific 

for  dysmenorrhea.  A  considerable  number  of  cases  of  dys- 
menorrhea are  not  in  the  slightest  degree  benefited  by  this 
operative  procedure.  In  the  marked  dysmenorrhea,  at  times 
associated  with  uterine  anteflexion,  Dudley's  operation  will  be 
found  very  serviceable.  In  dysmenorrhea,  due  to  stenosis  of 
the  external  os,  Pozzi's  operation  is  valuable.  Dilatation  alone 
is  valueless  in  the  treatment  of  dysmenorrhea,  due  to  any  of 
the  various  malpositions  of  the  uterus.  We  must  treat  the 
cause  or  the  causes  which  determine  the  occurrence  of  the 
symptom— dysmenorrhea. 

The  indications  for  uterus  for  uterine  curettage  are : 
I.  To  remove  placental  debris,  etc.  In  this  connection  let 
us  state  that  in  the  opinion  of  such  men  as  Coe,  Pinard,  etc., 
the  aseptic  finger  is  the  best  instrument  to  introduce  into  the 
puerperal  uterus  for  the  purpose  of  removing  decidual  rem- 
nants and  blood  clots.  Pinard,  for  the  post-abortum  removal 
of  placental  debris,  rejects  the  use  of  the  curette  and  teaches 
that  in  all  cases  of  retained  secondines,  the  finger  should  be 
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employed  for  their  removal.  He  considers  it  safer  and  more 
thorough.  There  are  limits,  however,  to  the  power  of  the 
human  digits  and  at  times  the  curette  will  be  found  a  valuable 
auxiliary  to  the  finger.  For  the  exploration  of  the  uterine 
cavity,  the  finger,  by  virtue  of  its  tactile  sensibility,  is  far 
superior  to  any  instrument.  The  curette  is  a  blind  agent  (Le 
Page,  Pinard,  Budin). 

2.  As  an  aid  to  diagnosis,  in  decidual  endometritis,  uterine 
tuberculosis,  carcinoma,  chorion-epithelioma  and  other  intra- 
uterine inflammatory  or  neoplastic  processes,  the  use  of  the 
curette  as  a  diagnostic  aid  is  a  recognized  and  sanctioned 
procedure. 

Where  carcinoma  of  the  corpus  uteri  is  suspected,  the  curette 
must  be  used  with  great  precaution  and  only  to  remove  small 
pieces  for  diagnosis.  Again,  in  those  cases  where  curettage 
has  been  previously  performed,  great  care,  great  gentleness 
is  necessary,  because  it  sometimes  happens  that  the  uterine 
wall  has  been  previously  too  deeply  scraped,  and  then  the 
danger  of  perforating  the  organ  is  imminent  (54,  55  a 
and  b). 

3.  To  remove  abnormal  endometrium,  causing  dysmenor- 
rhea and  sterility;  to  induce  involution  of  the  uterus.  As  to 
whether  it  is  wise  to  curette  an  empty  septic  uterus  following 
on  labor  or  abortion,  clinicians  differ.  Naturally,  if  the  uterus 
contains  retained  placental  tissue,  this  must  be  removed.  If 
the  curette  is  used,  venous  sinuses  and  lymphatic  channels  are 
opened  and  the  protecting  barrier  of  leucocytes  is  interfered 
with  and  possibly  removed  in  places.  Further,  the  fallopian 
tube  may  thus  also  become  infected. 

4.  To  remove  the  remains  of  a  mole  pregnancy. 

5.  In  the  treatment  of  inoperable  carcinoma  of  the  cervix. 
In  this  condition  septic  absorption  is  one  of  the  common  causes 
of  immediate  distress.  Curetting  the  fungating  mass  and 
subsequent  treatment  of  the  raw  surface  with  strong  formalin, 
frequently  does  away  with  sepsis,  hemorrhage  and  pain. 

6.  What  are  some  of  the  contra-indications  to  utero-cervical 
dilatation  or  to  uterine  curettage  ? 

a.  The  absence  of  a  positive  indication. 

b.  The    presence    of    suppurative    process,    either    in    the 

55.    (a)  Schiller.    Zcntralbl.  fuer  Gynaek.,  1905,  Vol.  XIX.,  p.  795- 
(b)  Krecke.    Monats.  f.  Geb  u.  Gynaek.,  1898,  Vol.  VIII.,  p.  419. 
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uterus,  in  the  uterine  adnexa,  in  the  parametrium,  or  in  any 
other  pelvic  organ  or  structure. 

c.  The  presence  of  such  conditions  as  phlegmasia  alba 
dolens,  of  uterine  or  peri-uterine  thrcwnbo-phlebitis.  The 
curette  is  liable  to  disturb  the  thrombi  in  the  uterine  veins,  at 
the  placental  site,  or  in  the  plexus  pampiniformis  (Byron 
Robinson,  56). 

d.  By  perfecting  our  surgical  technique,  the  occurrence  of 
Ihis  accident,  perforation  of  the  uterus,  will  become  a  rarity. 

Before  undertaking  any  intra-uterine  maneuver,  determine : 

a.  By  vaginal  examination. 

b.  By  bi-manual,  vagina-abdominal  examination. 

1.  The  presence  or  absence  of  adnexial  or  periadnexial 
disease.  Curettament  has  determined  the  rupture  of  tubal, 
peritubal,  ovarian,  peri-ovarian  and  peri-uterine  pus  collections. 
Even  the  pulling  down  of  the  cervix  by  tenacula  has  ruptured 
pus  collections. 

2.  The  size,  the  shape,  the  mobility  and  the  consistency  of 
the  uterus.  If  the  uterus  be  bound  down  or  immobile  as  a 
result  of  adhesions  due  to  previous  pelvic  inflammatory  pro- 
cesses, it  is  far  more  liable  to  be  perforated.  Under  such 
conditions  it  does  not  accommodate  itself  to  the  pressure 
exerted  by  the  sound,  curette,  etc. 

3.  The  presence  or  absence  of  tumors  upon  or  within  the 
uterus. 

4.  Some  operators  further  recommend  that  the  depth  and 
direction  of  the  uterine  cavity  be  determined  by  the  careful 
use  of  the  graduated  uterine  sound  or  by  the  hysterometer  and 
that  any  deviation  from  the  normal  be  noted.  The  use  of  the 
uterine  sound  as  means  of  ascertaining  the  depth  and  direction 
of  the  uterine  cavity  is  condemned  by  most  operators.  They 
rightly  claim  that  the  same  information  can  be  more  safely 
determined  by  bimanual  vagino-abdominal  examination.  In  case 
57,  the  uterus  was  anteflexed ;  in  cases  12  c,  57  and  58  a  and  b,  it 
was  retroflexed.    In  case  59,  it  was  retroverted ;  in  case  45,  it 


56.  Byron  Robinson.    N.  Y.  Med.  Jour.,  1906,  Vol.  83,  p    127. 

57.  Benttner,  Oscar.    Centralbl.  fuer  Gynaek.,  1897,  Vol.  XXI.,  p  1271. 

58.  (a)  Queisncr.    Zur  instrumentellen  Perforation  des  Uterus,  Cen- 
tralblatt  fuer  Gynaek.,  1S98.  Vol.  XXII.,  p.  712. 

(b)  Ro.scnfeld,  E.    Centralbl.  fuer  Gynaek.,  1898,  No.  11,  p.  278. 

59.  Oldenbrecht,  Ernst.     Centralbl.   fuer  Gynaek.,  1897,  Vol.  XXI.> 
No.  49,  p.  1442. 
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was  anteverted;  in  case  60,  latero-flexed.  All  malpositions, 
congenital  or  acquired,  of  the  uterus,  if  recognized,  predispose 
to  perforation  during  the  course  of  intra-uterine  maneuvers. 
Malposed  uteri  are  most  frequently  perforated  opposite  the 
point  of  angulation.  The  nutrition  of  the  uterine  tissues  being 
impaired  at  the  point  of  flexure  explains  the  not  uncommon 
occurrence  of  perforation  at  this  point.  In  a  retroflexed  uterus, 
it  is  the  anterior  wall  which  is  more  liable  to  be  perforated ;  in 
an  anteflexed  uterus,  the  posterior  wall. 

5.  Get  a  mental  picture,  as  clear  as  possible,  of  Ihe  pelvic 
organs.  Having  a  definite  mind  picture  of  the  pelvic  condi- 
tions existing  in  the  individual  case,  if  a  uterine  perforation 
occurs,  it  is  more  immediately  recognized  and  one  desists 
from  further  intrauterine  instrumentation.  For  instance, 
suppose  that  in  a  given  case  the  uterus  has,  by  examination, 
been  determined  to  be  normal  in  size,  in  volume,  and  in 
position,  and  that  during  the  introduction  of  the  uterine  instru- 
ment the  latter  slips  much  to  one  side  of  the  median  line  and 
to  a  depth  greater  than  that  of  the  uterine  cavity,  perforation 
will  then  immediately  be  diagnosed. 

6.  Observe  the  most  rigid  asepsis  during  the  course  of 
the  operation  and  see  that  from  the  standpoint  of  asepsis  and 
antisepsis,  the  patient  has  been  prepared  as  carefully  as  though 
you  were  going  to  perform  a  laparotomy.  A  complication, 
necessitating  a  laparotomy,  may  suddenly  arise.  In  uterme 
wounds,  be  they  inflicted  by  the  sound,  by  the  uterine  dilator, 
or  by  the  curette,  you  must  minimize,  you  must  avoid  the 
liability  of  implantation  of  infection.  Not  much  can  be  done 
to  cure  existing  infection.  Much  can  be  done  to  prevent  the 
occurrence  of  infection.  The  endometrium  sits  directly  on  the 
myometriiun  without  an  intervening  submucosa  to  check  endo- 
metrial infectious  invasion. 

Chief  amongst  the  pathological  states  that  predispose  to  the 
occurrence  of  perforating  wounds  of  the  uterus  are  the  fol- 
lowing : 

a.  The  changes  (hyperemia,  softening,  etc.,)  present  in 
menstruating,  in  pregnant,  in  puerperal  and  in  post-abortura 
uteri,  perforation  is  favored  by  the  peculiar  state  of  the  muscu- 
lar tissues  of  the  puerperal  uterus.  In  curetting  congested, 
f>oftened  uteri,  such  as  are  met  after  abortion  and  after  child- 

60.    Pichevin.     Semaine  Gynficologique,  Paris,  April  7,  1902. 
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iirth,  no  attempt  should  be  made  to  elicit  the  uterine  "cry" 
(le  cri  uterin,  61),  that  is,  the  peculiar  creaking  noise,  due 
to  the  forcible  scraping  of  the  uterine  wall  by  the  curette.  In 
these  cases,  owing  to  the  softness  and  friability  of  the  uterine 
wall,  this  sound  is  not  obtainable. 

Perusal  of  the  reported  cases,  the  bibliography  pf  which 
appears  at  the  close  of  this  article,  discloses  that  14  puerperal 
uteri  were  perforated,  7  deaths  resulting;  that  either  in  the 
attempts  at  abortion,  or  in  effects  to  overcome  some  of  the 
accidents  following  on  an  abortion,  65  were  perforated,  25 
deaths  resulting.  After  delivery  at  term,  the  thickness  of  the 
muscular  wall,  according  to  Tarnier,  is  from  two  to  five  mm. 
(62). 

b.  Atrophy  of  the  uterus  (63).  All  the  different  forms  of 
uterine  atrophy,  of  themselves,  cause  a  weakening  of  the 
uterine  wall  and,  therefore,  can  be  looked  upon  as  conditions 
predisposing  to  uterine  perforation.  Atrophy  of  the  uterus  has 
been  observed  in  some  chronic  diseases,  as  in  pulmonary  tuber- 
culosis, occasionally  in  diabetes,  in  leukemia,  in  chlororis,  in 
pernicious  anemia,  in  Addison's  disease,  in  Basedow's  disease, 
•etc.  It  is  stated  that  also  in  certain  acute  infectious  diseases, 
such  as  typhoid  fever,  a  marked  atrophy  of  the  muscular  tissues 
is  noted.  There  are  other  unusual  pathological  states  of  the 
muscular  uterine  wall  that  predispose  to  perforation,  such  as, 
tor  instance,  existed  in  Halban's  case  (64)  and  in  others. 
Lack  of  space  forbids  us  to  discuss  them  here. 

We  will  enumerate  the  main  histo-anatomical  changes  that 
have  been  noticed  in  senile  atrophy  of  the  uterus,  and  those 
found  by  Emil  Ries  (Chicago)  in  some  cases  of  marked 
atrophy  following  puerperal  infection. 

The  changes  found  in  senile  uteri  are : 

a.  Atrophy  of  the  mucosa  and  of  the  muscle  fibres. 

b.  The  relation,  in  amount,  normally  existing  between  the 
•connective  tissue  and  the  muscular  tissue  is  altered  considerably 
at  the  expense  of  the  latter. 

c.  Vessels  are  sclerosed.  Case  33  was  a  senile  uterus.  It 
was  also  the  seat  of  myomata. 

61.  Jcannin.     TObstetrique,  Paris,  1906,  Mai. 

62.  Tarnier  et  Chantreuil     Traite  d'accouchcment,  Paris,  p.  492. 

63.  Bacon  and  Herzog.  Necrosis  and  Eccentric  atrophy  of  the 
TJterus.     American  Jotirnal  of  Obstetrics.  1899,  Vol.  XL.,  p.  752. 

64.  Halban.    Zentralblatt  fuer  Gynaek.,  1904,  Vol.  XXVIII.,  p.  1412. 
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Emil  Reis  (Chicago)  in  some  cases  of  extensive  atrophy  of 
the  uterus,  following  puerperal  infections,  found: 

a.  Absence  of  mucosa. 

b.  Hyaline  degeneration  and  thrombosis  of  the  vessels. 

c.  Degeneration  and  necrosis  of  the  muscularis. 
Malignant  neoplastic  diseases  of  the  uterus  are  numerous. 

The  cases  of  a  carcinoma  or  a  sarcoma  of  the  uterus,  in  which 
perforation  of  the  uterus  has  resulted  from  slight  mechanical 
stress,  are  numerous.  Efforts  in  the  presence  of  malignant 
disease  of  the  uterus  may  give  rise  to  spontaneous  perforations 

(65). 

d.  Inflammatory  processes  of  the  uterine  tissues  may  be 
localized ;  may  be  diffuse.  Like  inflammatory  processes  else- 
where, they  are  destructive  in  nature.  Whatever  be  the  nature 
of  the  inflammation,  acute  or  chronic,  or  the  site,  be  located 
in  the  muscosa,  in  the  musculari  or  in  the  connective  tissues, 
it  invariably  weakens  the  resistance  of  the  uterine  wall.  Case 
06  was  a  case  of  myometritis  oedematosa ;  case  67,  a  case  of 
endometritis  fungosa.  In  case  68,  sutures  from  a  previous 
operation  were  suppurating  their  way  through  the  uterine  wall. 

Prolonged  septic  processes  predispose  to  uterine  perforation. 
Tubercular  uterine  inflammation  by  leading  to  abscess,  to 
cavity  formation,  can  of  itself  cause  uterine  perforation. 

Inflammation  of  the  uterus  may  terminate  in  resolution,  in 
ulceration,  in  suppuration,  or  in  gangrene.  We  will  briefly 
consider  abscess  (69  a,  b,  c,  d)  of  the  uterus  and  also  gangrene 
of  this  organ,  as  several  instances  will  be  found  in  our  tables 
where  these  conditions,  either  together  or  separately,  were 
present.  The  occurrence  of  abscess  of  the  uterus  is  no  longer 
contested,  as  many  of  the  cases  reported  have  been  amply 
verified  (70  a,  b,  c).    Uterine  abscesses  may  be  acute,  subacute 

65.  Picquet  et  Clays.    Perforation  de  Tut^rus  per  un  cancer  du  col. 
Bull.  et.  Mem.  de  la  Soci6te  Anatomique  de  Paris,  1905,  Vol.  VII. 

66.  Keiitmann,   Hans.     Monatsschr.   fucr  Geb.  u.  Gyn.,  1898,  Vol 
VIII.,  p.  333. 

67.  Theilhaber.    Monatschr.  fuer  Geb.  u.  Gynaek.,  1898,  Vol.  VIIL 
p.  419. 

68.  Polak,  Jno.  A.    Medical  News,  N.  Y.,  1899,  Vol.  LXXIV.,  p.  559 

69.  (o)  Bird,  Frederick.    Lancet,  London,  1842-43,  p.  645. 

(b)  Salva   Mcrcad§.     Les  Abces  de   TUt^rus.     Annales  de  Gyne- 
cologic et  d'Obstetrique,  Paris,  1907,  Vol.  IV.,  2  ieme  sdrie,  p.  29. 

(c)  Von  Franquf    Centralbl.  fuer  Gynaek.,  1902,  No.  XX.,  p.  544- 

70.  (a)  Porak.     Bull,   et   M6m.   de  la   Sociae   TObstetriquc  et  de 
Gynaek.  de  Paris,  1895,  Vol.  V.,  p.  503. 
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or  chronic;  may  be  primary  or  secondary;  in  the  primary 
form,  the  pus  collection  has  its  starting  point  as  such  in  the 
uterine  tissues ;  in  the  secondary  form  the  suppurative  process 
starts  in  neighboring  tissues  and  invades  the  uterus  by  exten- 
sion through  continuity  of  tissues.  In  the  first  form,  at  the 
beginning,  if  not  throughout  its  entire  course,  the  pus  collec- 
tion is  entirely  circumscribed  by  uterine  tissue ;  in  the  secondary 
term  it  is  partly  surrounded  by  the  uterine  tissue,  partly  by 
other  tissue. 

In  number  these  abscesses  may  be  single,  may  be  multiple, 
in  location  they  are  either  submucous,  intra-muscular  or  inter- 
stitial, or  sub-peritoneal.  Their  site  may  be  in  the  anterior 
wall  (70c);  may  be  in  the  posterior  wall  (70  b).  Uterine 
abscesses  are  always  due  to  infection ;  a  pathological,  surgical 
or  traumatic  solution  of  surface  continuity  of  the  uterine 
mucosa  serving  most  frequently  as  the  portal  of  infection.  Any 
pyogenic  organism,  facultatively  or  habitually  so,  can  be  the 
causative  germ.  Tubercular  abscesses  have  been  reported. 
In  Menge's  case  (69  b),  gonococci  were  detected  in  the  pus. 
Nevertheless,  the  ordinary  pyogenic  cocci  are  the  most  frequent 
offenders.  The  germs  are  either  implanted  in  the  uterine 
tissues  by  a  vulnerating  instrument,  or  may  be  conveyed  to  the 
site  of  the  abscess  development  by  the  lymphatic  vessels. 
Rarely  the  abscess  is  embolic.  The  abscess  may  be  secondary 
by  contiguity  of  tissues  to  an  infective  uterine  thrombo-phlebitis 
( infective  thrombo-phlebitis,  suppurative  peri-thrombo-phle- 
bitis,  abscess).  Tlie  liability  to  the  latter  (septic  thrombo- 
phlebitis) occurrence  during  the  postabortum  period  is  well 
known. 

All  uterine  abscesses  impair  the  solidity  of  the  uterine  wall. 
They  predispose  to  traumatic  perforations,  as  the  abscess  site 
forms  a  circumscribed  area  of  lessened  resistance.  They  may 
rupture  spontaneously  into  the  rectum  (Bird's  case;  Schroed- 
er's  case),  into  the  bladder  (Berrut's),  into  the  uterine  cavity, 
into  the  peritoneal  cavity,  etc.  They  may  give  rise  to  sponta- 
neous perforations,  as  when  the  abscess  ruptures  both  into 
the  uterine  cavity  and  into  an  adjacent  cavity  or  space.  We 
have  in  the  case  reported  by  Porak    (70a)    an  instance  of 

(b)  Lea,  Arnold.  Jour,  of  Obstetrics  and  Gynecology  of  the  British 
Empire,  1906,  Vol.  V.,  p.  159. 

(c)  De  Chegoin,  Havez  Gazette  Hebdoniadaire  de  medecine  et  de 
Chirurgie,  Paris,   1868,  Vol.  V.,  811. 
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spontaneous  uterine  perforation  due  to  an  abscess.  This  was 
a  case  of  puerperal  sepsis.  The  uterus  contained  several 
abscesses,  one  of  which  had  ruptured  both  into  the  uterine  and 
into  the  peritoneal  cavities.  In  one  of  Mauclaire's  cases  (71), 
at  the  seat  of  perforation,  there  was  an  abscess  which  extended 
nearly  to  the  peritoneal  coat. 

Another  possible  termination  of  uterine  inflammation,  which 
predisposes  to  perforation,  is  gangrene.  Uterine  gangrene  may 
be  circumscribed,  may  be  general,  may  involve  the  entire  thick- 
ness of  the  uterine  wall,  may  only  involve  a  part  of  its  thickness, 
may  be  due  to  traumatic  inflammatory,  neoplastic  or  to  chemical 
causes.  It  may  be  secondary  to  criminal  or  other  intra-uterinc 
maneuvers;  it  may  be  spontaneous.  Gottschalf  (28)  reports 
a  case  of  gangrene  of  the  uterus  (puerperal  sepsis)  in  which 
the  necrotic  tissue  represented  the  whole  uterine  mucous  mem- 
brane and  a  portion  of  the  muscular  walls.  He  thinks  that  m 
this  case  the  gangrene  was  due  to  intra-uterine  injections  of 
60  per  cent,  alcohol.  Cases  of  gangrene,  due  to  contact  of 
caustics  with  the  uterine  wall,  are  reported. 

Gangrenous  metritis  is  a  condition  which  predisposes  to 
traumatic  uterine  perforation ;  which  may  result  in  spontaneous 
perforation  (Beckman,  St.  Petersburg,  noted  this  grave  com- 
plication six  times  in  forty  cases  of  metritis  dessecans).  Me- 
tritis dessecans  is  the  condition  which  we  now  designate  as 
gangrent  uteri  puerperalis.  It  may  be  partial,  it  may  be  total, 
it  may  be  perforating. 

On  examining  the  organ,  it  is  at  times  difficult  to  determine 
if  the  perforation  is  secondary  to  the  gangrene,  or  if  the  gan- 
grene is  secondary  to  an  inflammation,  started  by  an  instrument 
which  has  penetrated  the  uterine  wall  (73).  In  Winter's 
case  (74)  the  gangrene  was  secondary  to  a  perforation.  It 
was  located  on  the  posterior  wall;  tliere  was  a  marked  pre- 
dominance of  saprophytic  germs.  The  inflammatory  gangrene 
enlarges  the  traumatic  lesion  and  may  lead  one  to  think  that 
the   perforation   is   spontaneous   in   origin.     Maygrier    (75) 

71.  Mauclaire.    Annates  de  Gynlcol.,  1903,  Vol.  59,  p.  122. 

72.  Gottschalk.  (Berlin  Med.  Society)  Am.  Jour.  Obst,  190D,  Vol 
XLL,  p.  127. 

73.  Richardidre,  H.  Des  perforations  ureterines  avec  gangrene 
localisee.      Annales  d*hygiene  publique,  Paris,  1887,  Vols.  XVII.-XVIII. 
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74.  Winter.     Centralblatt  fuer  Gynaek.,  Berlin,  1886. 

75.  Maygrier.  Bull,  et  Mem.  de  la  Socifte  d'ObstStrique.  Paris, 
190T,  Vol.  IV.,  p.  363. 
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reports  two  cases  of  post-abortum  gangrene.  Each  had  led  to 
a  uterine  perforation.  Trauma  as  a  factor  was  absent  in  both. 
K.  Schmidlechner  reports  a  case  of  gangrene  uteri  puerperals^ 
involving  the  entire  cervical  wall  and  the  lower  half  of  the 
muscular  wall  of  the  body  of  the  uterus. 


CONCLUSIONS. 


1.  Pseudo-perforation  of  the  uterus,  though  of  exceptional 
occurrence,  is  a  condition  that  occasionally  confronts  the  sur- 
geon. 

2.  Spontaneous  perforations  of  the  uterus,  due  to  pre- 
existing pathological  conditions  of  this  organ,  can  and  do 
occur. 

3.  Perforating  wounds  of  the  uterus,  be  they  intra-peri- 
toneal,  be  they  extra-peritoneal,  have  a  morbidity,  have  a 
mortality.  This  morbidity,  this  mortality  increases  in  direct 
ratio  with  the  inexperience,  the  carelessness,  the  surgical 
uncleanliness  of  the  operator.  The  expert  recognizes  at  once 
the  making  of  a  false  passage  and  institutes  proper  treatment. 
High  surgical  skill  may  convert  (as  a  consultation  of  the 
articles  enumerated  at  the  close  of  this  article  amply  demon- 
strates) an  apparently  hopeless  case  into  a  recovery.  In  the 
154  reported  cases  there  were  42  deaths,  108  recoveries.  The 
result  is  not  stated  in  4  cases.  Expectant  treatment  was  pur- 
sued in  66  cases.  There  were  21  deaths  in  this  series.  Laparo- 
tomy, including  what  intra-abdominal  repair  work  appeared 
necessary  to  the  operator,  was  performed  72  times.  There 
were  52  recoveries,  17  deaths  and  3  unstated  results  in  this 
series.  Vaginal  hysterectomy  was  done  15  times.  There 
resulted  10  recoveries,  4  deaths  and  i  result  not  stated. 

4.  Dilatation  of  the  cervical  canal  and  instrumental  curett- 
age of  the  uterine  cavity  are,  owing  to  their  associated  dangers, 
not  office  operations.  During  the  performance  of  either  of 
these  two  apparently  danger-free  operations,  the  operator  may 
be  confronted  by  accidents,  the  meeting  of  which  requires  the 
highest  surgical  skill.  In  their  performance,  if  an  anesthetist 
be  available,  the  employment  of  general  anesthesia  (in  the 
absence  of  contra-indications)  is  highly  desirable ;  in  fact,  the 
rale  should  be : 


76.     Schmidlechner,  K.  L'Obstetrique,  Paris,  1906,  No.  IV.,  p.  362. 
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a.  No  uterine  curettage  without  general  surgical  anes- 
thesia. It  is  easy  to  conceive  how  an  unanesthetized  patient 
can,  by  injudicious  jerks  or  movements,  perforate  her  own 
uterus,  by  impaling  it,  by  spiking  it  upon  the  intra-uterine 
instrument.  Anesthesia  permits  the  operator  to  depress  the 
abdominal  wall,  to  locate,  to  fix  if  necessary,  the  fundus 
uteri. 

b.  No  curettage  without  ample  cervical  dilatation.  A  non- 
dilated  cervical  canal  interferes  with  the  tactile  sense  and 
thereby  with  the  proper  maneuvering  of  the  intra-utrine  instru- 
ments. Steady  the  cervix  before  beginning  the  dilatation  of 
the  canal. 

6.  Intra-uterine  instrumental  maneuvers  should  only  be 
attempted  by  those: 

a.  Who  are  thoroughly  conversant  with  modern  surgical 
asepsis  and  antisepsis.  The  absence  of  bacteria  on  the  per- 
forating instrument  minimizes  very  much  the  dangers  of 
perforation.  Infection  has  immediate,  has  late  dangers.  In 
an  uncomplicated  perforating  wound  of  the  uterus,  the  trau- 
matism of  the  uterus  play  but  a  secondary  role;  the  pre- 
existence,  or  the  implantation,  at  the  time  of  perforation  or 
subsequently  of  infection  commands  the  situation. 

h.  Who  are  capable  of  recognizing  malpositions  of  the 
uterus  as  well  as  pathological  conditions  of  that  and  of  neigh- 
boring organs.  Even  the  bringing  of  the  cervix  to  the  vulva 
and  outlet  may  disturb  peritoneal  adhesions,  may  rupture  pus 
pockets. 

c.  Who  are  acquainted  with  the  dangers  incident  to  the 
successive  steps  of  the  intra-uterine  operation,  which  they  are 
performing,  llie  steel  dilator  is  an  instrument  of  too  much 
power,  and  the  curette  is  too  dangerous  a  weapon  to  be  used 
by  the  novice,  by  the  inexperienced. 

7.  Once  the  uterus  is  perforated  all  further  instrumentation 
must  be  suspended.  If  it  be  imperative  that  the  contents  of 
the  uterine  cavity  be  removed,  this  must  be  done  by  digital 
curettage,  or  it  may  be  done  with  a  curette,  whilst  the  uterus 
IS  being  watched  from  above,  through  a  laparotomy  incision. 

8.  A  perforated  uterus  should  never  be  mopped  or  swabbed 
with  caustics  or  irritating  antiseptics.  It  is  needless,  it  is 
dangerous.     In  two  cases  (38,  77)  y  it  is  distinctly  stated  that 

77.    Taylor,  Howard  C.    Am.  Jour,  of  Obst,  1907.  Vol.  55,  p.  669. 
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the  uterine  cavity  was  swabbed.  Both  cases  died.  In  each, 
<arbolic  acid  was  the  agent  used. 

9.  A  perforated  uterus  should  never  be  irritated.  In  17 
cases,  in  which  it  is  stated  that  the  uterus  was  irrigated  during 
the  course  of  perforation  or  afterwards,  there  were  6  recoveries 
(cases  17,  49,  57»  7^,  79  and  11  deaths;  cases  22,  47,  63,  80, 

^i,  82,  83).  In  two  of  the  recoveries  (cases  39  and  57)  con- 
valescence was  delayed  by  mercurial  poisoning,  due  to  the 
sublimate  solution  that  had  been  used  for  uterine  irrigation. 
In  case  78,  one  ounce  of  a  i  per  cent,  aqueous  solution  of  creolin 
•entered  the  peritoneal  cavity.  Brothers  in  his  report  of  case 
22,  in  which  the  perforated  uterus  was  irrigated,  states:  "I 
have  never  seen  a  case  of  greater  physical  suffering  in  my  life." 
The  great  danger  attending  intra-uterine  irrigation  in  these 
-cases  is  the  conveyance,  the  diffusion  by  the  irrigating  fluid  of 
septic  material  from  the  uterine  into  the  peritoneal  cavity  or 
other  space.  Owing  to  the  great  absorptive  power  of  the 
peritoneum,  the  danger  of  chemical  intoxication  is  also  present. 
Every  case  in  which  it  is  definitely  stated  that  the  perforated 
uterus  was  not  irrigated  recovered  (10  a,  12  c,  19,  22,  29,  31, 
33»47>67,  71,  85,  86a). 

10.  Vaginal  hysterectomy  is  an  operation  not  to  be  per- 
formed in  the*  treatment  of  perforating  wounds  of  the  uterus. 
It  calls  : 

(i)  For  the  sacrifice  of  an  organ  which  may  not  be  per- 
forated. 

(2)  For  the  sacrifice  of  an  organ  which,  though  perforated, 
most  always  can,  with  little  difficulty  to  the  operator  and 
with  much  advantage  to  the  patient,  be  saved. 

(3)  It  does  not  enable  the  operator  to  either  exactly  deter- 
mine   the   presence    or    absence    of    other    co-existing    intra- 

78.    Hickman,  J.  W.    Medical  News,  N.  Y.,  1895,  Vol.  66,  p.  242. 
79'    Jahreiss.    Centralbl.  fuer  Gynaek.,  1898.  Vol.  XXIL,  p.  137. 

80.  Fieux  et  Lafond.  Revue  Mens,  de  Gyn.  d'obstet.  et  de  Pediatric, 
1902,  No.  6,  p.  242. 

81.  Polak,  J.  A.    Brooklyn  Med   Jour.,  1903.  Vol.  17,  p.  376. 

82.  Flandrin,  J.  These  de  Paris.  De  la  perforation  de  Tuterus 
par  la  sonde  an  cours  de  Tirrigation  continue  1895. 

83.  Schwab.  Bull,  et  Mem.  de  la  Society  d'Obstlt.  et  de  Gyn.  de 
Paris,  1895,  p.  495- 

84.  Jarman,  Geo.  W.    Gynecol.  Trans.,  Phila.,  1905,  Vol.  XXX.,  p.  15. 

85.  Elder.  Med.  Press  and  Circ,  London,  1899,  Vol.  118,  new  series 
•^7.  p.  3. 

86.  Stoner,  A.  P.  Jour,  for  Amer.  Med.  Assn.,  1904,  Vol.  XLIL, 
^   1620. 
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abdominal  vascular,  visceral  or  other  lesions,  nor  does  it  enable- 
him  to  repair  them. 

11.  If  the  perforated  woimd  has  been  inflicted  upon  a 
nonseptic  uterus  during  the  course  of  an  aseptic  intra-uterine 
maneuver,  in  the  absence  of  complicating  abdominal  lesions,, 
recovery  is  the  rule. 

12.  The  treatment  of  perforating  wounds  of  the  uterus  is 
determined  largely  by  the  following  conditions : 

(i.)  The  septicity  or  asepticity  of  the  uterus  and  its  con- 
tents. 

(2)  The  septicity  or  asepticity  of  the  perforating  instru- 
ment. 

(3)  The  presence  or  absence  of  co-existing  vascular, 
omental  or  intestinal  lesions. 

(4)  The  size  and  the  number  of  the  perforations.  A  piece* 
of  omentum  may  prolapse  through  a  large  rent.  A  coil  of  gut 
may  become  incarcerated  or  strangulated  in  a  large  perforation.. 

13.  Treatment. 

a.  If  the  uterus  be  non-septic,  if  the  perforating  instrument 
be  aseptic  and  if  it  can  also  be  reasonably  assumed  that  there 
is  an  absence  of  omental  or  intestinal  or  important  vascular 
lesions,  the  treatment  to  be  followed  is  one  of  "armed  expect- 
ancy." The  patient  must  be  confined  to  bed  and  immobilization' 
enjoined  for  at  least  three  days.  The  patient's  pulse,  tempera- 
ture, facies  and  abdomen  must  be  carefully  watched.  A  sup- 
purative cellutis,  signs  of  internal  hemorrhage,  etc.,  call  for 
intervention.  A  wick  of  gauze  may  be  inserted  mto  the  uterus, 
but  it  should  not  be  introduced  much  beyond  the  internal  os. 

b.  In  all  cases  in  which  there  has  been  a  prolapse  of  the- 
omentum,  or  of  intestines  into  the  uterine  cavity;  in  all  cases 
in  which  associated  injuries  to  the  intestines  or  omentum- 
co-exist,  or  in  which  there  are  reasons  to  fear  a  significant 
internal  hemorrhage,  laparotomy  is  urgent. 

c.  Once  the  abdominal  wall  has  been  opened  the  visceral- 
lesion  must  be  repaired.  The  uterine  puncture,  if  small,  need 
not  be  sutured.  If  large  (when  the  perforation  is  large  you 
cannot  depend  upon  the  contractibiHty  of  the  uterine  muscle 
to  entirely  occlude  it),  if  of  the  nature  of  a  tear,  of  a  laceration,, 
it  is  better  that  it  be  sutured.  One  or  two  layers  of  sutures  may 
be  used.  Whether  small  or  large,  if  the  perforation  be  the 
seat  of  hemorrhage,  suturing  is  indicated.     In  the  following; 
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cases  the  operators  deemed  it  wise  to  suture  the  perforation  : 
Cases  10  a,  14  c,  20,  22,  31,  47,  50,  84,  87,  88,  89  a,  89  b. 

All  these  cases  recovered,  excepting  cases  10  a,  20  and  89  a. 
Complicating  intestinal  lesions,  necessitating  resection  of  gut 
and  enterrhaphy,  were  present  in  each  of  these  three  fatal 
cases.  Some  operators,  as  Jarman  (case  84),  made  use 
of  both  superficial  and  deep  sutures.  Some  clinicians  teach 
that  every  perforating  wound  of  the  uterus  calls  for  laparo- 
tomy. They  base  their  teaching  upon  the  following  considera- 
tions. 

a.  That  the  exact  size  of  the  perforation  is  not  known. 

b.  That  hemorrhage  may  be  taking  place  from  the  peri- 
toneal surface  of  the  wound. 

c.  That  in  the  absence  of  a  laparotomy  one  can  never  tell 
with  certainty  whether  any  intra-abdominal  organ  is  injured. 

14.  A  healed  perforation  of  the  uterus  apparently  does  not 
interfere  with  the  normal  development  and  the  normal  termina- 
tion of  a  subsequent  pregnancy. 


87.  Dienst.     Centralbl.  fuer  Gynaek.,  1905,  p.  55. 

88.  Gouilloud.    Revue  de  Chirurgie,  Paris,  1907,  Vol.  27,  No.  7,  p.  138. 

89.  (o)  Vincent.    Soc.  Nat.  de  Med.  de  Lyons,  6  Juillet,  iSgiS. 
(b)  Topfer.    Centralbl.  fuer  Gynaek.,  1905,  p.  928. 

90.  W.  J.  Nixon  Davis.  M.D.  'Terforations  of  Uterus  during 
Curettage,  excision  of  fifteen  feet  and  a  few  inches  of  intestine,  with 
recovery."    111.  Med  Jour.,  1908,  Vol   XIV.,  p.  455. 

91.  Hartmann,  J.  A.  Prolapse  of  mucus  coats  of  the  Sigmoid 
through  a  perforation  of  the  Utenis.  Jour.  Am.  Med.  Assn.,  1907, 
Vol.  XLIX.,  p.  1 186. 
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USE   AND  ABUSE   OF   CURETTE.    * 

BY    G.    £.    HERMAN,     M.D. 

There  are  three  reasons  for  using  the  curette,  which,  from 
reading  gynecolc^cal  literature,  and  from  what  I  hear  from 
practitioners,  seem  to  me  too  widely  accepted  at  the  present 
time.    These  are : 

1.  Curetting  merely  because  the  patient  is  anesthetized  for 
some  other  operation,  the  curetting  being  apparently  supposed 
to  be  in  some  way  beneficial  to  a  healthy  uterus. 

2.  Curetting  a  uterus  which  has  been  infected  with  patho- 
genic microbes,  with  the  idea  that  it  is  possible  to  scrape  away 
the  whole  of  the  infected  tissue. 

3.  Curetting  neurasthenic  patients  for  pain,  without  exces- 
sive hemorrhage,  the  pain  being  supposed  to  be  due  to  endo- 
metritis brought  about  by  variations  in  the  shape  and  size  of 
the  uterus,  all  these  changes  never  having  been  shown  to  be 
more  pathological  than  variations  in  the  size  of  the  lobule  of 
the  ear. 

Curetting  for  such  reasons  as  these  seems  to  me  so  useless 
that  it  deserves  to  be  described  as  an  abuse. 

I  now  leave  the  disagreeable  part  of  my  subject,  and  come 
to  the  use  of  the  instrument  commonly  known  as  the  curette. 
I  am  glad  to  see  that  one  of  our  instrument  makers  catalogues 
it  under  the  name  of  the  curette  or  scraper.  In  the  rest  of 
this  lecture  I  shall  speak  English,  and  tell  you  not  about 
'^curettage,"  but  about  scraping. 

There  are  many  modifications  of  the  scraper,  for  many 
persons  like  to  design  their  own.  They  may  be  broadly 
divided  into  three.  There  are  scrapers  with  a  sharp  cutting 
edge.  The  one  used  in  my  professional  youth  was  that  of 
Marion  Sims.  I  have  known  it  cause  such  considerable  hemor- 
rhage that  I  have  not  used  it  or  advised  its  use.  I  think  other 
people  have  found  the  same,  for  Gaillard  Thomas,  a  con- 
temporary of  Sims,  went  to  the  other  extreme,  and  associated 
with  his  name  a  blunt  flexible  scraper.  With  this  instrument, 
if  it  be  clean,  it  is  scarcely  possible  to  do  damage.  But  it 
seems  to  me  equally  impossible  for  the  operator  to  know  what 
he  is  doing,  for  if  the  instrument  meets  any  resistance  it 
bends;  for  this  reason  I  think  it  not  a  good  instrument.     I 
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prefer  a  rigid  blunt  scraper.  This  does  not  cause  excessive 
bleeding,  and  with  it  the  operator  can  tell  whereabouts  the 
end  of  the  instrument  is  and  what  force  he  is  using. 

The  use  of  the  scraper  is  to  remove  new  growths,  either 
as  a  treatment  or  for  diagnosis.  In  any  case  of  hemorrhage 
which  is  enough  to  weaken  the  patient,  and  in  which  nothing 
to  account  for  it  can  be  perceived  by  bimanual  examination,  the 
proper  treatment  is  to  dilate  the  cervix  and  explore  with  the 
finger  the  uterine  cavity.  If  no  growth  is  felt  such  as  can  be 
grasped  with  a  forceps  and  removed,  the  proper  course  is  to 
scrape  the  endometrium,  and  have  the  scrapings  afterwards 
examined  with  the  microscope.  The  hemorrhage  may  be  due 
to  overgrowth,  the  structure  being  that  of  the  healthy  endome- 
trium just  before  menstruation,  except  that  it  is  thicker,  and 
comes  away  in  thick,  soft,  gelatinous-looking  flakes  when  the 
interior  of  the  uterus  is  scraped.  Sometimes  pieces  are  de- 
tached by  the  pressure  of  the  exploring  finger  before  any 
scraping  is  done.  #  This  has  long  been  known  as  "hyperplastic 
endcMnetritis,"  although  there  is  no  evidence,  either  clinical 
or  histological,  of  inflammation.  The  morbid  change  is  an 
adenomatous  growth.  We  have  no  information  that  I  know 
of  as  to  the  monthly  cycle  of  change  in  such  an  overgrown 
endometrium;  but  the  guess  that  I  should  make  is  that  it  is 
broken  up  and  expelled  when  the  hemorrhage  from  the  uterus 
(which  is  often  too  frequent  to  be  called  menstruation)  takes 
place,  just  as  a  healthy  endometrium  is  broken  up  with  a 
normal  menstruation.  Therefore,  in  a  patient  who  has  been 
suffering  from  excessive  bleeding  from  the  uterus,  I  should  not 
think  the  curetting  uncalled  for  and  not  likely  to  do  good  if 
the  shreds  of  membrane  brought  away  were  not  very  thick. 
Sometimes  there  is  a  small  polypus  or  several  polypi  in  the 
uterine  cavity.  This  has  been  called  "fungous/'  or  "villous," 
or  "polypoid''  endometritis,  although  these  little  growths  when 
examined  microscopically  may  show  no  sign  of  inflammation — 
nothing  but  healthy  gland  tissue. 

This  disease  is  not  common.  It  occurs  mostly  in  women  who 
are  near  the  climacteric  age,  and  in  such  patients  one  scraping 
may  stop  the  hemorrhage  and  cure  the  patient.  I  have  seen  it 
in  a  young  woman  whose  uterus  had  been  scraped  by  different 
gynecologists  several  times,  the  disease  recurring  within  a 
few  months  after  each  scraping.    The  stuff  scraped  away  half 
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filled  a  wineglass.  Were  I  to  sefe  such  a  case  now,  I  should 
advise  hysterectomy  rather  than  repeated  scrapings.  But  at 
the  date  of  my  seeing  this  patient  hysterectomy  was  accom- 
panied with  greater  danger  than  it  is  now;  and  that  is  why 
each  gynecolc^st  who  saw  the  young  lady  advised  repetition 
of  the  scraping  rather  than  removal  of  the  uterus. 

I  have  elsewhere  given  my  reasons  for  thinking  that  it  is 
not  possible  to  scrape  away  the  whole  of  the  endometrium. 
But  if  a  swab  saturated  with  fluid  is  pressed  well  into  the  uterine 
cavity  I  think  it  possible  that  the  fluid  pressed  out  may  reach 
every  recess.  I  have  used  for  this  purpose  a  strong  caustic,, 
and  I  have  heard  of  atresia  following  its  use.  I  have  not 
found  it  invariably  successful.  I  have  used  strong  carbolic 
acid,  but  if  any  of  this  overflows  on  to  the  vulva  it  may  make 
the  patient  smart  for  hours.  I  have  used  tincture  of  hamamelis, 
which  is  harmless,  and  iodine  liniment,  which  is  antiseptic. 
I  doubt  if  any  caustic  will  prevent  the  recurrence  of  adenomat- 
ous growth.  But  swabbing  the  uterine  cavity  with  liniment 
or  tincture  of  iodine  is  a  harmless  antiseptic  precaution. 

If  the  jiatient  is  over  40,  and  after  scraping,  the  hemorrhage 
and  leucorrhea  return,  and  the  loss  of  blood  is  so  great  as  to 
make  the  patient  visibly  anemic,  I  think  removal  of  the  uterus 
is  better  than  repeated  scraping,  even  if  the  report  upon  the 
scrapings  is  that  there  is  no  sign  of  malignant  disease.  There 
are  two  reasons  for  advising  this  course,  (i)  At  this  age 
pregnancy  is  so  improbable  that  the  uterus  may  be  regarded 
as  a  useless  organ,  which  has  done  its  work,  and  if  the  only 
thing  it  does  is  to  keep  the  patient  anemic,  she  is  better  without 
it.  (2)  In  some  cases  the  line  between  healthy  tissue  and 
malignant  disease  is  hard  to  draw.  Cases  have  been  reported 
in  which  the  scrapings  showed  only  healthy  gland  tissue,  and 
yet  the  disease  quickly  recurred. 

A  distinguished  Russian  surgeon  has  constructed  an  appar- 
atus for  scalding  the  inside  of  the  uterus  with  steam.  This 
has  the  advantage  that  no  comer  of  the  uterus  can  escape  the 
steam,  which  sterilizes  and  destroys.  Those  who  make  it  their 
business  to  study  obstetrical  literature  have  been  acquainted 
with  this  instrument  fof  at  least  a  dozen  years;  but  it  seems 
not  to  have  found  favor  in  this  country,  for  it  is  not  contained 
in  the  catalc^^es  of  most  of  our  surgical  instrument  makers. 
Scalding  or  steaming  the  uterus  is  a  severe  measure  as 
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compared  with  scraping.  But  it  is  not  fair  so  to  compare  it. 
It  should  be  compared  with  hysterectomy.  In  women  who  are 
approaching  the  menopause,  who  have  recurrent  bleedings 
which  made  them  anemic  and  scraping  has  failed,  most  gyne- 
cologists would  consider  whether  they  should  not  recommend 
hysterectomy.  Here  the  use  of  3team  comes  as  an  alternative. 
The  heat  destroys  and  sterilizes  every  bit  of  the  endometrium, 
and  the  operation  takes  far  less  time  and  is  devoid  of  some  of 
the  dangers  of  hysterectomy.  It  is  possible  by  scalding  to 
thoroughly  destroy  an  endometrium  in  which  malignant  growth 
has  begun.  Unfortunately  the  destruction  may  go  too  far, 
for  pelvic  cellulitis  and,  later,  atresia  of  the  cer\'ical  canal  have 
been  known  to  follow  it;  and  hemorrhage  has  been  known  to 
recur. 

In  a  few  cases  of  malignant  disease  of  the  body  of  the 
uterus  the  finger  does  not  detect  any  friable  new  growth ;  but 
the  scraper  detaches  bits  which,  when  examined  microscopic- 
ally, show  unmistakable  signs  of  cancer.  These  are  few.  In 
most  cases  of  cancer  of  the  body,  when  the  cervix  is  dilated 
and  the  finger  put  into  the  uterine  cavity,  new  growth  is  felt 
which  breaks  down  under  the  finger  and  bleeds.  Friability  is 
the  surest  microscopic  test  of  cancer.. 

The  scraper  is  useful  in  some  illnesses  following  pregnancy. 
You  may  be  called  upon  to  treat  a  patient  for  hemorrhage 
which  is  so  great  as  to  make  the  patient  pale,  and  which  is 
-due  to  abortion.  The  abortion  may  not  yet  have  taken  place, 
but  be  inevitable ;  this  being  evident  by  the  fact  that  the  cervical 
canal  is  dilated  and  the  ovum  protruding  into  it.  It  may  be 
incomplete ;  that  is,  the  membranes  have  ruptured,  the  embryo 
has  been  expelled,  but  the  whole  or  part  of  the  membranes 
remain  in  utero.  It  may  have  been  complete;  but  if  the 
patient  has  lost  blood,  you  cannot  tell  whether  the  uterus  is 
empty  or  not  without  exploring  it.  Before  the  beneficent 
discoveries  of  Lister  it  was  known  that  most  abortions  were 
spontaneously  completed ;  and  it  was  regarded  as  bad  practice 
to  interfere  with  the  natural  process,  because  such  interference, 
when  the  operator's  fingers  were  not  surgically  clean,  was 
occasionally  followed  by  grave  illness. '  Such  illness  we  now 
know  can  be  prevented  by  the  use  of  antisepsis.  In  those  days 
the  risk  of  death  from  blood  poisoning  when  dirty  fingers  or 
instruments  were  put  into  the  uterus  was  greater  than  the  risk 
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of  death  from  hemorrhage  accompanying  abortion.  But  now 
the  risk  of  blood  poisoning  no  longer  exists  for  those  who  will 
learn  from  Lister ;  we  have  to  recognize  that  the  mere  fact  of 
abortion  implies  that  there  is  something  abnormal,  and  that 
there  are  risks  resulting  from  great  bleeding.  So  long  as  the 
chorion  or  placenta  is  everywhere  in  close  vascular  connection 
with  the  uterus,  there  is  no  hemorrhage.  But  when  the  chorion 
has  been  partly  detached,  bleeding  usually  continues  until  it 
has  been  entirely  detached  and  expelled.  In  most  cases  *we 
do  not  know  why  it  has  became  detached ;  but  in  some  there  has 
been  no  doubt  that  it  has  been  because  the  decidua  has  been 
unhealthy.  If  there  is  a  mass  presenting  at  the  os  internum, 
whether  the  ovum,  or  what  has  been  g^ven  the  name  of 
**placental  polypus,''  that  is  a  bit  of  chorion  with  adherent  blood 
clot,  it  should  be  grasped  with  forceps  and  removed.  You 
are  sometimes  told  that  it  should  be  removed  with  the  finger. 
It  may  sometimes  be  detached  with  a  finger,  and  then  squeezed 
out  by  bimanual  compression  of  the  uterus.  To  detach  the 
chorion  with  one  finger  may  be  difficult  if  it  is  firmly  attached 
high  up,  but  to  extract  it  with  one  finger  is  beyond  my  digital 
skill.  After  the  main  mass  of  chorion  has  been  removed  there 
remains  the  decidua,  which  will  in  any  case  have  to  disintegrate 
and  be  discharged,  and  which,  from  the  fact  of  abortion  having 
taken  place,  is  likely  to  be  imhealthy.  I  think  it  good  practice, 
after  removing  an  aborted  ovum  or  its  membranes,  to  scrape 
away  the  decidua  as  completely  as  possible.  If  this  is  done, 
I  believe  that  hemorrhage  and  discharge  cease  sooner  than  if 
it  is  not  done. 

There  are  certain  unusual  cases  which  are  on  the  borderland 
between  health  and  disease.  Sometimes  a  young  woman 
marries,  but  instead  of  pregnancy  following,  the  menstrual  loss 
becomes  increased.  There  may  or  may  not  be  menstrual  pain. 
The  increased  hemorrhage  indicates  overgrowth  of  the  endo- 
metrium from  increased  efflux  of  blood  to  the  pelvic  organs. 
The  effect  of  dilatation  of  the  cervix  in  curing  sterility  has 
long  been  known.  In  these  cases,  in  which  sterility  and 
increased  menstrual  hemorrhage  occur,  I  think  it  good  practice 
after  dilating  the  cervix  to  scrape  away  as  much  as  possible  of 
the  endometrium.  The  condition  is  much  like  that  bf  the 
so-called  ^'hyperplastic  endometritis"  only  in  a  slight  degree. 

The  scraper  is  useful  in  some  cases  of  puerperal   illness. 
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Koch  showed  us  the  difference  between  sapremia  and  septi- 
cemia. Sapremia,  often  spoken  of  by  the  longer  name  of 
**septic  intoxication/'  means  fever  caused  by  a  chemical  poison 
produced  by  micro-organisms  growing  in  dead  matter.  Some- 
times the  dead  tissue  is  only  lochial  discharge  retained  in  the 
uterus,  to  which  saprophytes  have  in  some  unusual  way  gained 
access.  Bacteriologists  tells  us  that  while  microbes  of  many 
kinds  abound  in  the  vagina  there  are  usually  none  in  the  body 
of  the  uterus.  In  a  properly  conducted  natural  labor  nothing 
from  outside  is  put  into  the  uterus,  and  therefore  its  interior 
remains  sterile.  It  is  not  common  for  retained  lochia  to  be  the 
only  source  of  the  poison ;  but  it  sometimes  is  so,  and  then  the 
patient  is  cured  in  a  few  hours  by  washing  out  the  uterus  with 
an  antiseptic.  The  most  common  way  in  which  sapremia  oc- 
curs is  when  a  bit  of  chorion  is  left  attached  to  the 
body  of  the  uterus  and  hanging  down  through  the  cervix  into 
the  vagina.  Saprophytes  in  the  vagina  then  get  access  to  the 
bit  of  chorion,  make  it  putrid,  and  the  poison  from  the  putrid 
tissue  makes  the  patient  ill.  In  these  cases,  washing  out  the 
uterus  is  not  enough.  It  may  make  the  patient  better  for  a 
little  while  but  if  the  bit  of  dead  chorion  is  left  behind  fresh 
poison  will  be  produced,  and  the  symptoms  will  return.  To 
cure  the  patient  it  is  necessary  that  the  dead  tissue  should  be 
removed,  and  scraping  out  the  uterus  is  one  way  of  doing  this. 
It  is  not  always  the  best  way,  for  if  the  piece  of  chorion  is 
large  it  can  be  better  removed  by  grasping  it  with  forceps 
constructed  to  hold.  (The  so-called  **ovum  forceps''  is  useless ; 
it  will  not  hold  anything.)  When  the  big  mass  has  been 
removed  then  the  uterus  can  be  scraped  to  detach  smaller  bits 
and  the  cleansing  process  completed  by  washing  out  the  uterus 
with  a  germicide  solution.  If  the  case  is  only  one  of  sapremia 
this  will  cure  the  patient. 

Scraping  the  uterus  is  not  a  remedy  for  pain.  The  writer 
who  thinks  endometritis  so  common  in  virgins  has  found  that 
this  is  so,  for  he  says :  "For  really  bad  cases  in  which  there  is 
prolonged  hemorrhage  which  repeated  curettings  have  failed 
to  cure,  there  is  a  general  agreement  that  vaginal  hysterectomy 
is  justifiable.  For  my  part,  I  think  the  operation  ought  to  be 
extended  to  some  cases  in  which  hemorrhage  is  not  a  very 
important  feature.  There  are  a  good  many  women  whose  lives 
are  rendered  miserable  bv  chronic  metritis  at  a  time  when 
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they  ought  to  be  most  active.  If  in  a  case  of  this  sort  the 
uterus  is  found  to  be  much  enlarged  and  very  hard,  and  every- 
thing points  to  its  being  functionally  useless,  and  no  improve- 
ment is  brought  about  by  repeated  curetting  (italics  mine), 
it  ought  to  be  removed/'  My  experience  agrees  with  that  of 
this  author,  that  scraping  does  not  relieve  pain.  But  I  hold 
the  opinion,  which  he  does  not  express,  that  repeated  scrapings, 
after  one  scraping  has  failed  to  relieve  pain,  is  bad  practice, 
and  deserves  to  be  called  an  "abuse  of  the  curette."  The  use 
of  the  scraper  is  to  detach  something  that  is  causing  trouble, 
not  to  relieve  pain. 

*   *  4* 

SOME  EXPERIENCES  IN  THE  MEDICINAL  TREAT- 
MENT OF  CANCER  OF  THE  BREAST, 
THREATENED  AND  MANIFEST.* 

BY  ROBERT  M.  LE  HUNTE  COOPER,  M.D. 

My  object  in  writing  the  last  paper,  which  I  had  the  honor 
of  reading  before  you,  was  to  endeavor  to  lay  forever  the  ghost 
of  disbelief  in  the  fact  that  the  wave  of  remedial  action  pro- 
duced by  a  remedy  will  continue  for  many  days  after  a  single 
dose  of  the  remedy  is  given,  and  that  such  doses,  when  re- 
peated at  sufficiently  long  intervals,  are  capable  of  curing 
disease  previously  pronounced  incurable.  In  order  to  do  this 
I  related  a  case  of  advanced  "tabes  mesenterica"  cured  in  this 
way,  detailing  at  great  length  the  case  of  a  previously  rapidly 
growing  carcinomatous  tumor,  which  was  changed  into  one 
almost  equally  rapidly  diminishing  by  the  pure  action  of  single 
doses  given  at  long  intervals ;  it  being  impossible  for  anyone, 
however  sceptical,  to  say  that  any  cause  for  this  result  was 
at  work  except  that  of  the  doses  so  given.  This  case  had  the 
additional  advantage  of  proving  that  such  doses  cannot  only 
act  curatively  on  non-malignant  disease,  but  that  they  had  the 
power  in  some  cases  of  genuine  cancer  of  inducing  absorption 
of  the  tumor  by  the  system,  together  with  almost  complete 
disappearance  of  all  cachexia.  The  case  was  a  test  one,  for  the 
abdomen  had  been  opened  and  no  less  an  authority  than  Bland 
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Sutton  had  declared  the  tumor  to  be  one  of  colloid  carcinoma 
of  the  great  cwnentum. 

It  was  of  the  first  importance  to  prove  this  action  on  malig- 
nant disease  as  a  fact  which  could  not  be  refuted,  for  by  so 
doing  it  entirely  changed  the  aspect  of  succeeding  abdominal 
cases  in  which  operation  had  not  been  performed  and  visual 
evidence  was  not  forthcoming  to  testify  to  the  undeniable  ma- 
lignancy of  the  condition,  and  it  foreyer  dispelled  the  argument 
with  which  one  had  been  satiated  in  the  past,  that  ^'because  the 
patient  got  better,  therefore  it  could  not  have  been  cancer." 
Hence  medicinally  cured  cases  in  the  future  which  present 
convincing  clinical  features  of  malignancy,  though  no  opera- 
tion may  have  been  performed  to  add  additional  testimony  to 
this  fact,  can  now  be  much  more  readily  accepted  as  those  of 
genuine  cancer.  ^ 

My  present  object  is  to  put  before  you  evidence  in  support  of 
my  contention,  which  is  merely  an  echo  of  that  of  my  late 
father,  that  * 'cancer  can  be  far  more  efficaciously  treated  by 
medicine  than  by  surgery**;  and  let  me  here  hasten  to  add  that 
all  references  to  surgery  in  this  paper  imply  removal  of  the 
original  or  succeeding  growths  by  the  knife  without  any  medi- 
cinal treatment  being  given  even  at  the  same  time  with  a  view 
of  attacking  the  underlying  constitutional  condition. 

The  teaching  of  the  past  has  been  that  cancer  is  a  purely 
local  disease  at  the  start,  that  it  tends  to  kill  by  producing 
progressive  marasmus  and  asthenia,  and  by  the  occurrence 
of  secondary  deposits  throughout  the  system,  and  that  these 
secondary  deposits  are  all  due  to  direct  infection  from  the 
primary  growth.  This  was,  undoubtedly,  a  very  rational  view 
to  take  when  the  first  observers  investigated  the  disease,  for 
they  first  saw  a  tumor  which  increased  in  size,  and  noticed 
that  cachexia  and  secondary  growths  followed  later.  What 
more  natural  than  to  suppose  that  these  secondary  phenomena 
were  directly  due  to  the  first  tumor,  and  what  more  rational 
treatment  could  they  suggest,  holding  this  view  of  the  case, 
than  to  remove  the  tumor  without  any  delay  ?  for  by  so  doing 
they  would  be  freeing  the  body  from  the  source  of  infection. 

Let  us,  however,  for  one  brief  moment  have  the  temerity 
to  shuffle  off  the  traditions  of  the  past,  and  suppose  that  this 
view  is  entirely  erroneous,  and  let  us  regard  the  disease  as 
primarily  a  constitutional  one  with  the  occurrence  of  growths 
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as  purely  secondary  phenomena,  the  cachexia  also  being  due 
to  this  original  cause  and  not  to  the  primary  growth,  except 
in  so  far  as  this  may  interfere  mechanically  with  the  functions 
of  the  body,  or  produce  a  septicaemic  condition  when  breaking 
down.  If  we  take  this  view  of  the  disease,  in  what  a  diflFcrent 
light  does  operation  appear,  for  if  this  be  accepted,  then  it  is 
about  as  rational  to  remove  a  cancerous  growth  with  the  object 
of  curing  the  patient  of  his  disease,  as  it  is  to  remove  an  ulcer 
in  the  intestine  in  the  hope  of  curing  enteric  fever;  yet  the 
latter  might  be  removed  with  advantage  if  it  was  on  the  point 
of  bursting,  as  might  the  former  if  its  pressure  on  vital  organs 
mechanically  threatened  life.  But  this  is  an  entirely  different 
thing  from  removal  being  undertaken  with  a  view  of  curing  the 
patient,  and  before  a  decision  can  be  arrived  at  as  to  the 
removal  of  the  growth,  a  question  of  the  gravest  import  has 
to  be  faced,  viz.,  whether  this  very  removal  does  not  greatly 
aggravate  the  original  underlying  constitutional  condition,  and 
so  tend  to  shorten  life. 

Let  us  suppose  that  this  first  tumor  is  in  reality  an  outlet 
for  the  systematic  condition  (and  some  color  is  given  to  this 
idea  by  the  observations  of  Dr.  Clarke,  who  has  noticed  that 
patients  previously  showing  signs  of  ill-health  actually  improve 
in  health  temporarily  on  the  first  appearance  of  a  cancerous 
growth) .  If  we  then  suddenly  deprive  the  system  of  this  outlet 
it  is  conceivable  that  it  must  find  an  outlet  elsewhere,  and  that 
in  the  effort  to  do  this  the  disease  may  gain  very  materially 
in  virulence. 

Certainly  by  no  other  hypothesis  can  one  explain  such  cases 
as  are  unhappily  by  no  means  rare,  of  which  I  mention  an 
example : 

A  lady,  aged  56,  came  to  me  on  February  10,  1906.  She 
had  suffered  from  constipation  all  her  life,  and  told  me  that  she 
had  noticed  three  lumps  in  the  side  of  her  breast  a  short  time 
ago,  two  of  which  seemed  to  her  to  have  disappeared,  but  the 
remaining  one  had  rapidly  increased  in  size  in  the  last  few 
weeks.  I  found  a  tumor  about  the  size  of  a  walnut,  and  of 
medium  consistence,  in  the  outer  quadrant  of  the  breast,  there 
being  an  enlarged  axillary  gland  present  which  was  not  very 
tender.    . 

I  explained  to  her  that  the  rapidity  of  growth  was  evidence 
of  marked  malignancy,  and  I  placed  before  her  the  two  sides  of 
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the  question  of  treatment,  giving  her  to  understand  that  with 
the  exception  of  one  or  two  men  the  whole  profession  advo- 
cated immediate  removal  of  such  growths,  but  that  my  experi- 
ence so  far  did  not  justify  me  in  recommending  this  course,  as 
1  had  good  reason  for  believing  that  operation  tended  to 
shorten  life.  It  must  be  borne  in  mind  that  this  was  three 
years  ago,  so  I  could  not  speak  with  the  same  weight  of  experi- 
ence behind  me  as  I  can  to-day.  Nevertheless,  1  told  her 
emphatically  that  if  she  decided  on  operation  she  must  have 
medicinal  treatment  at  the  same  time,  as  otherwise  disastrous 
results  would  assuredly  follow. 

She,  however,  refused  treatment,  and  two  days  later  I  heard 
that  she  was  going  into  Charing  Cross  Hospital  for  operation. 
Here  the  radical  operation  was  performed,  the  whole  breast 
being  extirpated,  together  with  all  the  axillary  glands  and  as 
many  glands  as  possible  in  the  arm  and  forearm.  A  few 
months  later  her  husband  informed  me  that  the  disease  had 
broken  out  in  the  spine,  and  she  died  in  great  agony  in  Decem- 
ber of  the  same  year,  ten  months  after  the  operation. 

Oh !  but  the  surgeon  would  say  when  asked  to  explain 
this  unfortunate  catastrophy,  the  case  came  too  late  for  opera- 
tion to  be  of  any  use.  Nevertheless,  no  time  was  lost  directly 
it  became  evident  to  her  that  rapid  growth  was  taking  place, 
and  all  tissue  was  removed  which  could  be  regarded  as  infec- 
tious (allowing  for  the  moment  the  view  that  such  tissue  was 
infectious),  together  with  all  the  glands  in  the  neighborhood, 
so  that  it  was  out  of  reason  to  imagine  that  any  such  tissue  was 
left  behind.  Yet  this  disseminated  and  infinitely  more  maHg- 
nant  aflfection  followed  in  the  short  space  of  a  few  months. 
Also,  if  this  case  was  too  advanced  for  operation,  then  practi- 
cally no  case  should  be  operated  on,  for  it  is  rare  to  get  one  in  a 
much  earlier  stage.  **But,"  would  come  the  answer,  **the  tumor 
had  obtained  some  size  before  operation,  and  infection  of  the 
system  from  it  could  have  conceivably  occurred  before  it  was 
removed.''  Very  well,  I  would  reply,  but  why  is  it  that  in  the 
several  cases  I  have  treated  with  medicine  alone  I  have  never 
seen  a  similar  result ;  and  what  about  the  case  which  Dr.  Gil- 
bert described  in  a  recent  paper? 

For  those  who  may  not  be  acquainted  with  it  I  may  say 
that  it  was  one  of  a  single  lady  aged  45  who,  at  the  menopause, 
complained  of  slight  tenderness  below  the  nipple,  there  being 
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no  signs  of  general  ill-health.  No  mammary  swelling  could 
be  found,  and  she  was  treated  with  hydrastis,  conium,  bella-^ 
donna,  phytiolacca,  and  belladonna  fomentations.  Tw,o  to 
three  weeks  later  a  slight  hardening  of  the  breast  was  detected, 
no  larger  than  a  split-pea,  but  there  was  no  evidence  of  en- 
larged axillary  glands.  A  surgeon  was  consulted,  who  advised 
immediate  operation  as  a  precautionary  measure,  though  no 
sign  of  malignancy  existed.  The  radical  operation  was  per- 
formed in  this  case  also,  total  removal  of  the  breast  and  all 
the  axillary  glands  being  carried  out.  Yet  within  a  few  months 
similar  symptoms  developed  to  those  in  the  last  case,  pro- 
ducing, in  Dr.  Gilbert's  words,  "torments  of  pain,''  by  attacking 
the  spine,  so  much  so  that  she  wished  to  commit  suicide. 
Morphia  in  large  quantities  were  required,  and  the  scene  closed 
with  death  in  ten  months  after  operation ;  so  that  the  time  taken 
for  the  manifestations  of  recurrence,  and  the  site  affected, 
were  strangely  similar  in  these  two  cases.  It  seems  to  me 
that  this  case  alone  must  prove  to  any  thinking  mind  that  the 
primary  growth  was  not  the  source  of  infection,  for  no  case 
could  be  operated  on  earlier  or  under  more  ideal  conditions. 

Another  case  very  similar  to  this  was  given  by  Dr.  Gilbert, 
but  no  doubt  you  have  all  come  across  many  cases  of  this 
kind,  and  nothing  would  be  gained  by  my  detailing  any  more 
of  them,  though  I  could  a  tale  unfold  of  many  such,  which 
have  come  to  me  with  diffuse  carcinosis  following  operation, 
and  for  which  I  could  do  little  except  aflford  temporary  alle- 
viation of  suffering. 

I  do  not  wish  it  to  be  thought  that  my  object  is  to  disparage 
operation  by  picking  out  some  of  the  most  unfortunate  results 
with  a  view  of  leaving  an  impression  that  all  cases  so  treated 
are  similar.  It  must,  however,  be  admitted  that  this  treatment 
is  almost  invariably  followed  by  death  within  two  years,  it 
being  rare  for  life  to  be  extended  over  three  years.  I  have  yet 
to  come  across  a  case  not  treated  homoeopathically  which  has 
lived  over  this  time,  in  which  evidence  is  forthcoming  that  the 
growth  removed  was  proved  microscopically  to  have  been  can- 
cer, and  I  am  sure  that  many  have  been  erroneously  led  to  take 
an  incorrect  view  of  the  efficacy  of  operation  by  cases  of  non- 
malignant  adenomata  being  diagnosed  as  cancerous  before 
operation,  no  further  steps  being  subsequently  taken  to  prove 
the  correctness  of  the  diagnosis. 
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The  man  in  the  street  with  such  facts  before  him  would 
be  inclined  to  censure  the  profession  at  large  for  still  continu- 
ing to  insist  on  operation,  but  I  myself  cast  no  such  aspersions^ 
for  one  must  bear  in  mind  that  the  allopath  knows  how  power- 
less are  his  methods  of  drug  administration  to  deal  with  any 
chronic  disease,  and  especially  those  of  a  malignant  type,  and 
he  naturally  does  what  he  considers  best,  though  it  is  assuredly 
a  very  poor  best. 

But  if  the  non-infectivity  of  the  primary  growth  be  accepted^ 
the  question  might  be  asked,  ''How  does  one  account  for  the 
enlargement  of  the  glands?"  And  my  reply  to  this  would  be 
that  these  naturally  enlarge  in  consequence  of  the  mechanical 
irritation  set  up  in  their  vicinity  by  the  growth.  They  may 
certainly  become  infected  by  direct  extension  of  the  growth,, 
but  if  they  do  they  tend  to  cease  enlarging  beyond  a  certain 
point  (or  at  least  this  is  my  experience  when  the  disease  is 
treated  medicinally),  and  in  any  case  this  direct  extension  is 
ver)'  different  from  a  general  systemic  infection  occurring  from 
the  primary  ttimor  as  a  central  focus. 

And  now  before  detailing  a  few  medicinally  treated  cases  to- 
illustrate  the  non-operative  point  of  view,  I  feel  it  incumbent 
upon  me  to  say  a  few  words  about  a  drug  which  figures  rather 
largely  in  some  of  them;  I  refer  to  "Scrophularia  nodosa." 

When  mentioning  this  remedy  in  my  last  paper,  I  noted 
that  I  had  found  it  had  a  special  affinity  for  breast  tissue. 
This  fact  was  gradually  borne  in  upon  me,  "so  that  I  can  fix  na 
particular  time  when  I  became  aware  of  it.  The  provings  of 
the  drug  throw  no  light  on  the  question,  for  the  very  good 
reason  that  the  provers  were  males.  On  looking  through  the 
cases  of  breast  tumor  published  by  my  late  father,  I  found  only 
two  in  which  it  had  been  used.  In  one  it  formed  one  of  many 
remedies  given,  being  chosen  on  the  indication  "irritable  nip- 
ple/' apparently,  and  in  the  other  case,  which  I  shall  be  describ- 
ing later,  it  assisted  in  the  removal  of  a  cancerous  nodule. 

However,  I  shall  place  before  you  some  of  the  evidence 
I  have  on  the  subject,  and  this,  together  with  your  own  future 
observations,  will  enable  you  to  estimate  how  far  my  deduc- 
tions are  correct.  1  have  picked  out  the  following  case  of 
simple  adenoma  to  illbstrate  my  contention: 

A  lady,  aged  44,  of  dark  complexion  and  active  disposition,, 
complained  to  me  on  January  8,  1904,  that  she  had  been  ad- 
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vised  to  have  her  left  breast  removed,  because  of  the  presence 
of  a  lump  which  had  been  first  noticed  two  years  before.  Al- 
though it  had  varied  in  size  in  the  past,  it  had  of  late  been 
enlarging  more  noticeably,  and  the  pain,  which  she  said  had 
been  always  present,  had  become  an  increasingly  |HX)minent 
factor.  This  she  described  as  neuralgic  in  character,  with 
great  heat  and  burning,  it  being  somewhat  relieved  by  taking 
arsenicum.  The  whole  condition  of  the  breast  was  aggra- 
vated by  the  period. 

I  found  more  or  less  general  tumefaction  and  tenderness  of 
the  outer  half  of  the  left  breast,  the  swelling  being  somewhat 
indefinitely  divided  into  three  or  four  sections.  Very  slight 
tumefaction  existed  also  in  the  right  breast,  but  this  was  much 
less  defined,  and  no  tenderness  could  be  detected  on  this  side. 
The  nipples  were  unaffected  and  the  axillae  free. 

Although  this  was  no  less  than  five  years  ago,  I  evidently 
placed  great  reliance  on  the  action  of  this  remedy,  for  although 
considerable  want  of  confidence  was  apparent  in  the  patient, 
due,  as  she  explained,  to  the  unexpectedly  youthful  appearance 
of  the  physician,  I  nevertheless  had  the  temerity  to  considera- 
bly accentuate  this  feeling  by  prescribing  a  unit  arborivital  dose 
of  scrophularia  nodosa,  telling  the  patient  at  the  same  time  to 
take  no  other  medicine  for  a  fortnight,  and  to  let  me  hear  from 
her  at  the  end  of  that  time.  I  mention  this  that  it  may  dispel 
any  idea  of  **suggession,"  which  necessarily  needs  confidence 
for  its  efficient  exploitation.  On  January  26  (a  fortnight 
later)  I  received  this  communication  by  post:  "That  dose  had 
a  wonderful  effect,  positively  uncanny.  Since  taking  it  there 
has  been  no  return  of  the  pain,  or  even  grumbling,  and  no  re- 
turn of  that  feeling  of  heat  and  unpleasant  sensation,  as  if  it 
would  burst.  Tlie  lumps,  I  think,  have  slightly  diminished, 
and  I  am  altogether  feeling  very  much  better.  I  can  still 
hardly  realize  that  the  pain  has  absolutely  gone,  after  having 
had  it,  more  or  less,  for  so  long." 

In  reply,  I  asked  for  a  report  in  a  week,  which  was  delayed 
for  another  week,  and  it  was  to  the  effect  that  there  had  been 
bilious  vomiting,  and  that  menstruation  had  failed  to  come  on 
at  the  appointed  time  (though  this  had  never  occurred  before) ; 
also  that  eight  days  previously  some  very  red  spots,  varying 
in  size,  had  come  out  on  the  neck  and  chest  with  a  small  head 
to  them.    They  developed  all  over  the  body  and  especially  on 
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the  right  side  of  the  chest.  Many  of  them  appeared  as  holes 
?4  inch  long  and  a  few  were  to  be  seen  low  down  on  the  feet, 
but  none  were  present  on  the  face.  Their  heads  had  fallen, 
and  they  had  flattened  out,  leaving  the  skin  rough.  Many  had 
run  one  into  the  other,  and  the  eruption  was  still  visible,  thpugh 
dying  off.  The  report  concluded  with  the  assertion  that  there 
had  been  no  irritation  and  that  no  similar  eruption  had  been 
i>een  before. 

I  am  not  prepared  to  affirm  that  these  symptoms  were  not 
<iue  to  a  reaction  following  the  remedy,  and  have  therefore  put 
them  on  record.  They  were,  nevertheless,  sufficiently  like 
•chicken-pox  to  warrant  me  in  advising  the  calling  in  of  local 
aid.  This  was  not  carried  out,  and  these  particular  symptoms 
•cleared  up  under  bry.  6  t.d.s.,  a  slight  return  of  pain  in  the 
Jbreast  being  noted  later.  This  was  instantly  cleared  up  by 
another  dose  of  scroph.  nod.  I  need  give  no  further  details  of 
this  case  except  to  say  that  the  breasts  recovered  their  normal 
•consistence  and  that  no  further  trouble  has  been  experienced 
in  this  direction,  though  other  matters  needed  subsequent  treat- 
ment. 

I  have  had  other  adenomatous  cases  which  have  yielded 
•equally  readily  to  this  drug,  but  time  presses,  and  the  case  I 
have  given  is  sufficient  to  demonstrate  my  point  and  to  give 
some  justification  for  my  having  used  it  in  some  of  the  fol- 
lowing cases  of  carcinoma  of  the  breast: 

A  lady,  aged  49,  of  dark  complexion  and  spare  build,  con- 
sulted me  on  October  30,  1905,  saying  that  her  case  had  been 
•diagnosed  as  cancer,  and  that  immediate  operation  had  been 
advised,  which  she  absolutely  refused  to  agree  to,  owing  to  her 
knowledge  of  the  results  obtained  by  this  treatment  of  several 
of  her  relations  and  friends,  who  had  since  died.  She  had 
.suffered  from  a  lump  in  the  left  breast  for  some  years,  which 
remained  in  a  stationary  condition  till  eighteen  months  ago, 
when,  apparently  as  the  result  of  anxiety  and  shock,  conse- 
•quent  on  the  loss  of  her  husband,  it  began  to  show  signs  of 
activity  and  became  fixed,  having  previously  been  movable. 

It  has  increased  in  size  of  late,  and  a  constant  nagging  pain 
is  felt  with  occasional  stabs  through  the  tumor;  great  tender- 
ness is  also  present,  and  dragging  and  pain  are  brought  on  by 
raising  the  arm  or  using  it  much. 

She  has  been  losing  flesh  considerably  lately,  being  more 
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than  a  stone  below  her  usual  weight.    The  bowels  tend  towards- 
constipation,  requiring  a  laxative  occasionally. 

Her  early  history  gave  evidence  ot  a  blow  to  the  breast  four- 
teen years  before,  and  much  ovarian  trouble,  including  sal- 
pingitis with  abscess  formation ;  but  the  pelvic  organs  now  no 
longer  troubled  her,  the  climacteric  having  occurred  six  years 
before. 

The  family  history  was  extremely  bad,  her  mother  having 
died  of  cancer ;  a  brother  and  sister  had  also  both  succumbed 
to  the  same  disease  affecting  the  bowel,  and  insanity  existed 
among  her  grandfather's  relations. 

On  examination  I  found  a  small,  hard,  more  or  less  rounded 
tumor,  about  the  size  of  half  a  wakiut,  in  the  outer  and  upper 
quadrant  of  the  left  breast.  It  had  invaded  the  skin,  which  was 
puckered  and  firmly  adherent  to  it,  and  there  were  large  tender 
glands,  in  size  about  two  walnuts,  in  the  axilla,  besides  which 
the  tissues  above  the  tumor  lying  over  the  tendons  of  the  pec- 
toral muscles  were  swollen  and  tender.  The  nipple  was  re- 
tracted by  cord-like  ducts,  which  could  be  felt  stretching 
between  it  and  the  tumor. 

I  cannot  go  into  minute  details  of  the  treatment  of  this,  or 
any  other  of  the  cases  I  am  putting  before  you  to-night,  as  time 
will  not  allow  of  it,  but  one  or  two  notes  will  not  be  out  of 
place.  I  commenced  treatment  with  a  dose  of  scrophularia 
nodosa,  an  ointment  of  the  same  being  applied  under  the  arm, 
and  when  I  next  saw  the  patient  a  fortnight  later  the  report 
was  to  the  effect  that  she  had  not  been  well  in  herself.  The 
tumor  had  felt  decidedly  worse  the  day  following  the  dose, 
but  had  been  decidedly  easier  the  last  four  or  five  days.  There 
had  been  some  pain,  but  nothing  to  what  it  was,  and  she  could' 
lie  much  more  comfortably  on  that  side.  The  only  noticeable 
objective  change  was  a  decrease  in  the  tenderness  of  the  glands 
Bowels  acting  daily,  no  laxative  being  required.  I  gave  na 
more  internal  medicine,  the  next  report,  a  fortnight  later,  being 
one  of  general  systemic  disturbance.  Severe  abdominal  pain- 
with  diarrhoea  and  vomiting,  followed  by  constipation  and  dis- 
tension  of  the  abdomen.  Pain  had  been  experienced  all  round' 
the  neighborhood  of  the  tumor,  under  the  biceps,  up  the  left 
shoulder  and  side  of  the  neck,  though  less  pain  was  evident  in 
the  tumor  itself,  which  7vas  decidedly  less  tender.  I  fountf 
all  the  muscles  of  the  left  arm,  shoulder,  axillary  and  supra- 
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clavicular  glands  very  tender,  as  were  the  abdominal  muscles, 
and,  incidentally,  tenderness  was  also  present  in  a  right  float- 
ing kidney. 

Here  was  a  picture  which,  I  venture  to  say,  one  of  our 
confreres  of  the  opposition  would  regard  as  the  result  of 
pure  coincidence,  due  to  some  outside  cause,  such  as  chill, 
etc.,  but  to  you  gentlemen  who  watch  the  curative  and  not 
the  chemical  action  of  remedies,  its  cause  must  be  fairly  clear. 
Obviously  a  reaction  had  occurred  in  which  the  resisting  forces 
of  the  whole  organism  had  come  into  play,  resulting  in  a  form 
of  temporary  toxaemia  in  which  those  useful  eliminative  or- 
gans, the  bowels,  took  on  excessive  action,  and  pains  and  ten- 
derness were  found  in  the  glands  and  muscles. 

"Theory,  pure  theory,*'  would  be  the  antagonistic  fraternal 
answer  to  this,  because  no  microscopic  phagocytic  or  other 
battle  had  been  demonstrated  as  taking  place  in  the  blood; 
but,  gentlemen,  are  we  justified  in  endangering  patients'  lives 
by  obstinately  delaying  the  recognition  of  obvious  clinical 
facts,  until  they  are  forced  down  our  throats  by  laboratory 
experiments  ? 

As  enough  stimulation  had,  in  my  opinion,  been  given  to 
the  system  for  the  time  being,  I  now  prescribed  china  3,  t.d.s., 
and  a  fortnight  later  she  told  me  she  had  been  altogether  better^ 
though  suffering  from  some  general  aching  from  head  to  foot. 
The  abdomen  had  gone  down  again,  the  bowels  were  acting 
regularly,  and  pain  had  been  quite  absent  from  the  axillary 
glands,  though  some  were  felt,  in  slight  degree,  in  the  tumor. 
Her  breathing,  she  said,  was  much  better,  allowing  of  her 
running  upstairs,  though  this  had  been  previously  impossible, 
and  she  was  now  able  to  take  a  hot  bath  without  feeling  faint. 

I  cannot  devote  more  time  to  further  details,  except  to  quote 
a  typical  instance  of  the  effect  of  lobelia  erinus,  which  I  found 
it  necessary  to  give  later  on.  This  remedy,  I  may  say,  was 
almost  invariably  followed  by  marked  benefit  in  the  general 
condition.  For  example,  on  February  16,  1907,  shortly  after 
an  attack  of  influenza,  the  symptomatic  picture  was  as  follows : 
has  felt  tugging  pains  at  the  back  of  the  nipple,  with  a  feeling 
of  dragging  beneath  the  tumor.  The  heart  has  been  upset, 
rapid  in  action,  and  dropping  beats  at  times  (not  specially  on 
exertion).  Some  retching  was  experienced  yesterday  with 
headache,  and  she  has  been  having  some  general  muscular 
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rheumatic  pains  lately.  Lob.  erin.  ♦A  was  given,  and  on 
February  28  (a  fortnight  later)  she  said:  "I  have  really  been 
remarkably  well.  The  breast  nagged  for  two  days  after  the 
dose,  but  since  then  /  do  not  remember  being,  or  feeling,  so 
wonderfully  well  for  a  long  time.  The  only  trouble  has  been 
some  neuralgia  at  the  back  of  the  eyes.  Appetite  decidedly 
better,  and  general  muscular  pains  much  better." 

Other  remedies  than  those  mentioned  were,  of  course,  re- 
quired when  special  indications  called  for  their  use,  and  among 
these  the  nosodes  have  been  of  distinct  value.  However,  it 
will  suffice  if  I  say  that  in  spite  of  ups  and  downs,  with  occa- 
sional ominous  threatenings  of  gastric  trouble,  and  one  or  two 
attacks  of  influenza,  her  general  health  continued  to  improve, 
as  did  the  tumor  and  its  surrounding^,  and  she  gained  Aesh 
considerably,  returning  to  her  normal  bodily  weight.  Her 
health  now,  three  years  and  four  months  since  she  first  came 
under  treatment,  and  four  years  and  ten  months  since  malig- 
nancy first  showed  itself,  is  excellent  in  every  way.  She  has 
some  pain  occasionally  in  the  tumor,  but  it  is  often  absent 
for  weeks  at  a  time,  being  neuralgic  in  charatcer,  and  certainly 
not  due  to  any  increase  in  the  size  of  the  growth. 

The  only  change  the  tumor  has  undergone  is  a  slight  red- 
ness and  oozing  from  the  portion  of  skin  involved.  Its  size 
is  apparently  absolutely  stationary,  though  a  small  glandlike 
nodule  appeared  below  it  on  one  occasion  and  subsequently 
disappeared  again.  The  glands  in  the  axilla  were  at  one  time 
harder  and  more  swollen,  causing  tension  to  be  felt  on  raising 
the  arm,  but  they  have  since  gone  down  and  are  now  somewhat 
smaller  than  when  she  first  came,  and  the  arm  can  be  moved 
freely ;  also  the  swelling  over  the  pectoral  tendons  has  gone. 

One  peculiarity  of  the  case  was  the  appearance,  on  three 
or  four  occasions,  of  pectoral  spots,  about  the  size  of  a  shilling, 
over  the  thighs ;  but  the  most  marked  feature  was  the  occur- 
rence of  muscular  pains  of  a  rhetmiatic  character,  which  tended 
to  alternate  with  the  breast  symptoms  to  a  certain  extent. 

Rheumatic  pains  of  this  character  have  been  noted  by  other 
observers  as  by  no  means  infrequent  in  cases  of  carcinoma, 
and  have  been  hitherto  ascribed  to  the  chance  occurrence  of 
carcinoma  with  rheumatism.  My  view  is  that  these  pains  arc 
not  true  rheumatism  but  are  part  of  the  general  blood  condi- 
tion, and  that  they  are  due  to  toxic  matters  specially  associated 
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With  this  disease  which  are  present  in  the  blood.  I  find  them 
characterized  by  pains  in  the  muscles,  tenderness  being  gener- 
ally present  in  the  affected  areas,  together  with  a  tendency  to 
shift  from  one  set  of  muscles  to  another.  I  think  they  are 
sufficiently  definite  to  deserve  a  name  of  their  own,  and  I 
should  be  inclined  to  suggest  that  of  "Carcinomyalgia"  as 
fairly  fitting  the  case. 

As  I  have  mentioned  lobelia  erinus  in  this  last  case,  I 
thought  you  might  be  interested  to  have,  a  few  details  of  a 
case  published  by  my  father,  especially  as  I  am  at  the  present 
moment  dealing  with  a  recrudescence  of  the  old  symptoms. 

Her  age,  on  July  11,  1900,  when  she  consulted  my  father, 
was  36,  and  the  history  was  briefly  as  follows :  Fpr  the  previous 
three  weeks  a  hard  swelling  had  been  noticed  lying  close  to  the 
nipple  of  the  left  breast.  Shooting,  stabbing' pains  were  pres- 
ent at  times,  and  the  condition  had  been  diagnosed  as  cancerous 
at  the  West  London  Hospital,  operation  being  insisted  on  as 
imperative;  this,  however,  she  had  refused. 

It  seems  the  mass  was  found  to  be  about  the  size  of  a  marble, 
being  closely  connected  with  the  skin  above  the  nipple,  and  this 
skin  was  reddened  and  scabbing  and  threatening  to  break 
down.  The  nipple  itself  was  much  retracted  and  slightly  ecze- 
matous.  Below  the  breast  was  seen  a  soft  lipotamous  mass, 
its  size  being  that  of  a  turkey's  e^.  It  was  freely  organized 
and  unencapsuled,  and  it  had  made  its  appearance  some  eight 
years  back,  after  she  had  been  in  the  habit  of  carrying  trays. 
Though  perceptibly  increasing  in  size,  it  caused  her  no  inconve- 
nience other  than  a  mechanical  one,  and  it  presented  no  signs 
of  malignancy,  though  the  lump  in  the  breast  was  obviously 
cancerous  in  nature.  For  the  rest  she  was  cachectic-looking^ 
dark-haired,  and  subject  to  delayed  and  irregular  menses.  Lob. 
erin.  ♦A  given  in  unit  doses  at  long  intervals  removed  the 
breast  tumor  and  materially  reduced  the  pendulous  mass,  a 
final  dose  of  scroph.  nod  being  given  when  signs  of  a  return 
of  the  trouble  occurred. 

From  this  time,  onward,  the  breast  maintained  a  perfectly 
normal  appearance  till  December  29  last,  when  after  a  long, 
period  of  domestic  anxiety,  involving  the  nursing  of  her  late 
husband  through  a  long  and  tedious  illness,  together  with 
financial  difficulties,  she  came  to  me  complaining  of  a  return  of 
the  breast  trouble,  which  had  been  coming  on  for  some  weeks. 
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I  found  a  lump  of  medium  consistence  lying  down  above  a 
very  retracted  nipple,  its  size  being  about  double  that  noted  by 
my  father.  Drawing,  aching  and  shooting  pains  were  felt^ 
which  were  increased  by  moving  the  arm.  Coincidentally  with 
this  her  health  had  become  impaired,  and  she  had  lost  all  desire 
for  food. 

I  gave  lob.  erin.  ♦A,  and  eleven  days  later  she  told  me  the 
breast  felt  worse  the  first  two  days,  but  that  it  had  felt  easier 
since.    It  was,  however,  still  painful  at  times. 

Recent  observations  had  led  me  to  believe  that  the  action 
of  unit  arborivital  doses  was  enhanced  by  intercurrent  doses  of 
the  nosodes,  and  on  this  occasion  I  administered  a  dose  of 
scirrhintmi  loo. 

Seven  days  later. — Felt  better  the  first  two  days  both  in  her- 
self and  in  the  breast,  but  not  so  well  again  since.  Lob. 
erin.   ♦A. 

Seven  days  later. — Drawing  pain  was  felt  in  the  tumor  soon 
after  the  dose;  the  surface  became  red  at  one  point  and  finally 
burst,  discharging  thick,  yellow,  slightly  offensive  matter. 

I  found  the  opening  located  at  a  point  above  and  internal  to 
the  nipple,  the  tumor  itself  being  somewhat  reduced  in  size. 
Scirrhinimi  lOO  was  given. 

A  fortnight  later  she  informed  me  that  she  had  felt  shaky 
and  weak  in  herself,  with  no  desire  for  food  up  to  within  the 
last  three  days  (ie,,  eleven  days  after  the  last  dose)  ;  also  the 
breast  had  been  painful  and  very  sore,  with  a  tendency  to 
bleed.  There  had  been  an  increase  in  the  discharge,  which 
differed  only  from  the  previous  discharge  in  being  less  offen- 
sive and  less  thick,  though  its  appearance  was  similar.  How- 
ever a  change  had  come  over  the  scene  in  the  last  three  days, 
for  she  had  been  feeling  much*  better  in  herself,  with  a  very 
much  better  appetite,  and  the  discharge  had  lessened.  Bowels 
regular  and  sleep  good.    Swelling  smaller.    Rep.  scirrh.  lOO. 

A  fortnight  later  (i.e.,  on  February  23  last),  very  much 
better  in  every  way.  Trifling  discharge  and  no  pain  to  speak 
of.  The  timior  had  also  further  decreased  in  size.  I  gave  an- 
other dose  of  scirrhinimi  100;  and,  if  nothing  has  prevented 
the  patient  attending  to-night,  you  will  be  able  to  judge  of  her 
condition  for  yourselves. 

When  I  saw  this  patient,  towards  the  end  of  1903,  I  found 
the  former  pendulous  mass  described  by  my  father  to  be  now 
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reduced  to  a  flat-topped,  circular,  movable  tumor  of  the  con- 
sistence of  hard  india-rubber,  its  diameter  being  rather  less 
than  that  of  a  flonn,  and  the  skin  covering  it  white  in 
color.  Certainly  its  appearance  and  consistence  did  not  sug- 
gest that  its  nature  was  cystic.  Between  this  time  and  her 
recent  visit  to  me  on  account  of  the  breast,  I  had  had  occasion 
to  prescribe  indicated  homoeopathic  remedies  at  various  times 
for  gastric  ulcer  and  a  few  other  troubles,  and  I  can  only  con- 
clude that  some  of  these  acted  on  this  swelling,  for  when  I 
looked  for  it  this  last  time  I  found  nothing  left  but  a  piece 
of  flabby  skin  occupying  its  former  site. 

The  evidence  points,  so  far,  to  her  getting  rid  of  the  mam- 
mary growth  much  quicker  this  time  than  before,  and  I  ascribe 
this  to  the  part  the  nosodes  have  taken  in  the  treatment  this 
time. 

My  next  case  is  that  of  Mrs.  G.,  aged  63,  who  came  to  me 
on  May  24,  1905,  having  been  told  that  she  must  have  an 
immediate  operation  for  mammary  carcinoma,  which  she  had 
refused.  She  informed  me  that  five  weeks  before  she  had  first 
noticed  a  hard  swelling  in  the  right  breast,  her  attention  having 
been  attractd  to  it  by  discomfort,  which  soon  developed  into 
pain  of  a  throbbing  character.  She  had  suffered  from  obsti- 
nate constipation  in  the  past,  the  bowels  only  acting,  with  the 
assistance  of  cascara,  twice  a  week. 

Her  previous  health  had  been  good,  except  for  a  heart  attack 
two  years  before  and  rheumatism,  till  recently,  when  general 
malaise  had  developed  with  loss  of  appetite.  The  tongue  was 
furred,  and  she  was  liable  to  dyspepsia. 

I  could  trace  no  definite  malignant  family  history.  Her 
father  died  of  hepatic  trouble  with  dropsy,  which  might  have 
been  a  cancerous  condition,  and  her  mother's  death  was  due 
to  fatty  heart. 

On  examination  I  found  a  rounded  swelling  centrally  placed 
in  the  breast,  for  which  I  can  find  no  better  simile  for  size  and 
shape  than  a  halfpenny  bun,  though,  of  course,  it  was  much 
harder  than  this.  It  measured  roughly  2}i  by  3  inches  in  each 
diameter.  A  hard  gland  existed  in  the  axilla  the  size  of  a 
walnut. 

Such  dimensions  attained  in  five  weeks  meant  that  we  had  to 
deal  with  a  very  rapidly  growing  tumor,  which  was  obviously 
of  malignant  type.     That  it  had  existed  in  the  breast  much 
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longer  than  this  may  be  taken  as  impossible,  seeing  that  its 
presence  was  so  marked,  owing  to  its  consistence,  that  it  would 
inevitably  have  been  detected  during  ablutions.  Certainly  Dr. 
Croucher,  of  Eastborune,  who  subsequently  very  kindly  at- 
tended her,  expressed  no  doubt  as  to  the  malignancy  of  the 
condition ;  and  if  he  is  present  with  us  to-night  I  hope  he  will 
favor  us  with  any  observations  he  himself  made  on  the  case. 

I  commenced  with  a  dose  of  scrophularia  nodosa  *A,  and 
on  June  7  (a  fortnight  later)  she  reported  to  the  effect  that 
there  had  been  less  pain  the  first  week,  but  more  again  the  last 
week.  Her  appetite  was  no  better  and  the  sleep  had  not  been 
so  good,  but  what  caused  her  the  greatest  astonishment  was 
the  fact  that  the  bowels  had  acted  every  day  with  clockwork 
regularity.    This,  she  said,  had  not  occurred  for  years. 

I  found  no  appreciable  change  in  the  tumor,  and  gave  an- 
other dose  of  scroph.  nod.  ♦A. 

June  21  (fortnight). — ^Was  very  well  up  to  the  i6th,  with 
hardly  any  pain,  but  since  then  has  had  a  pam  ^'as  though  the 
tumor  wanted  to  burst,"  with  throbbing  pains  down  the  arm. 
Bowels  absolutely  regular  and  appetite  now  quite  good.  Axil- 
lary gland  smaller. 

After  this  I  continued  the  same  remedy  at  longer  intervals, 
and  on  August  2y  (two  months)  she  reported  that  for  four 
days  after  the  last  dose  she  suffered  from  extreme  tenderness, 
so  much  so  that  it  prevented  her  putting  on  her  boots  and  made 
it  difficult  for  her  to  dress  herself.  After  that  it  got  better 
gradually,  and  is  now  only  slightly  tender  when  touched.  She 
said  that  on  the  whole  she  had  suffered  far  less  pain  than  form- 
erly, there  being  times  when  scarcely  any  was  felt.  Its  char- 
acter when  present  was  "dull  and  throbbing.*' 

Later  lob.  erin.,  carcinosin,  and  ruta  grav.  were  given  in 
the  same  way,  the  exhibition  of  the  latter  being  attended  with 
the  greatest  relief,  so  much  so  that  she  said  on  December  13 
(four  months  later)  that  the  pain  was  only  slight  and  of  a 
grumbling  character. 

All  this  time  the  tumor  did  not  increase  in  size  in  any  diam- 
eter, which  was  a  big  point  gained  when  it  is  considered  that 
when  I  commenced  treatment  six  months  before  it  had  been 
developing  very  rapidly,  and  there  was  sensible  diminution  in 
the  size  of  the  ciliary  glands.  On  February  7  (two  months 
after  the  last  note)  she  expressed  herself  as  wonderfully  well : 
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*'she  never  remembered  ha^mig  felt  so  well  in  all  her  life/' 
This  alone  was  an  eye-opening  statement  for  a  patient  to  make 
who  was  suffering  from  malignant  disease  of  more  than  nine 
HKWiths'  duration,  and  which  eight  months  before  had  been 
very  seriously  undermining  her  health.  Her  sleep,  she  said, 
was  splendid,  and  she  took  long  walks  daily,  some  times  of 
over  eight  miles  without  fatigue,  which  would  not  be  bad  for 
any  lady  of  63  years  of  age  when  enjoying  normal  health ;  and 
she  subsequently  informed  me  that  her  friends  were  much 
struck  with  her  remarkably  healthy  appearance:  a  stranger, 
who  knew  nothing  about  her  condition,  remarked  with  envy 
that  she  wished  she  could  enjoy  such  splendid  health.  Indeed, 
so  far  as  looks  went,  anything  more  unlike  a  cancerous  patient 
could  not  be  imagined.  She  was  well  nourished,  with  a  health- 
ly,  rosy  complexion,  and  was  able  to  do  physically  what  many 
women  of  50  in  ordinary  health  could  not  attempt.  She  also 
lepeatedly  expressed  her  profound  thanks  that  she  had  not 
submitted  to  operation. 

And  so  she  continued  with  unimpaired  heaJth  and  vigor,  and 
no  material  change  in  the  tumor  from  that  mentioned  last  till 
June,  1906,  a  year  after  coming  to  me,  when  the  tumor  showed 
signs  of  pointing  through  the  skin.  This  caused  some  return 
of  pain,  which  was  eased  by  lob.  erin.,  leaving  still  some  smart- 
ing, for  which  I  prescribed  violet  compresses  as  a  palliative 
Then  came  the  lamentable  news  that  erysipelas  had  developed 
locally,  for  which  Dr.  Croucher  attended  her ;  it  was  accompa- 
nied apparently  by  abdominal  pain  and  vomiting,  with  pain 
between  the  shoulders,  and  high  fever. 

In  spite  of  all  that  could  be  done  toxaemia  set  in,  and  she 
passed  away  on  August  18,  1906,  one  year  and  four  months 
after  I  first  saw  her. 

I  think  we  may  safely  take  this  as  a  purely  accidental  attack, 
in  which  the  carcinoma  played  no  part,  other  than  in  providing 
an  open  wound  which  allowed  of  the  germs  of  erysipelas 
getting  a  footing.  Had  she  not  been  in  such  robust  health  the 
cancer  might  fairly  have  been  said  to  contribute  towards  her 
death,  but  up  to  the  time  of  the  occurrence  of  the  erysipelas 
her  health  had  been  exactly  as  I  have  described,  with  no  evi- 
dence of  cachexia  or  any  secondary  infection  anywhere.  There 
is  absolutely  no  reason  why,  if  this  acute  attack  had  not  oc- 
curred, .she  should  not  be  living  now,  and  I  consider  that,  in 
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view  of  other  cases,  there  is  every  justification  for  this  belief. 

It  is  interesting  that  erysipelas  should  have  proved  fatal  to 
this  case,  when  one  of  the  methods  advocated  for  the  treatment 
of  cancer  has  been  the  inoculation  of  the  tumor  and  its  sur- 
roundings with  the  germs  of  this  disease.  After  this  experi- 
ence, however,  I  should  be  very  chary  of  adopting  it. 

My  next  case,  that  of  Mrs.  G.,  aged  62,  came  to  my  late 
father  as  long  ago  as  July  16,  1901,  with  cancer  of  the  left 
breast,  which  had  been  found  six  months  before  while  she  was 
at  Matlock,  whither  she  had  gone  in  search  of  relief  from  gout. 
It  consisted  of  a  hard  lump  2  by  2  inches  in  diameter,  situated 
above  the  left  nipple,  the  axillary  glands  being  tender  and  full. 
The  general  symptoms  seem  to  have  consisted  of  constipation, 
excruciating  headaches  of  a  pulling,  drawing  character,  and 
frequent  micturition  by  day  and  night.  The  treatment  began 
with  lob.  erin.  *A,  which  eleven  days  later  was  reported  to 
have  greatly  relieved  the  bladder  trouble.  A  week  later  this 
dose  was  repeated  with  improvement  generally,  and  subse- 
quently lye.  *A  seemed  to  relieve  the  gouty  symptoms,  and 
fer.  pic.  3x,  unit  dose,  to  improve  the  gouty  headache  and  still 
further  help  the  bladder  trouble,  for  she  then  only  had  to  rise 
once  in  the  night. 

I  must,  however,  skip  further  details  and  come  to  the  time 
when  I  first  saw  her,  two  years  later,  on  September  28,  1903.  I 
then  ascertained  that,  prior  to  consulting  my  father,  she  had 
been  seen  by  Sir  T.  S.  and  Dr.  Walter  Kidd,  who  ordered  im- 
mediate operation,  which  she  refused.  She  said  that  when 
she  first  came  the  breast  had  been  very  puffy  and  more  tender, 
and  that  it  had  been  enlarging  up  to  two  months  ago,  but  not 
since.  1  found  a  hard  nodule,  measuring  now^  about  4  by  4 
inches,  and  a  flattened  nipple,  but  no  axillary  glands  were  now 
to  be  felt.  She  was  liable  to  rheumatic  pains  affecting  various 
parts  of  the  body,  which  were  apparently  of  the  carcinomyalgic 
type.  She  was  very  sleepy,  and  suffered  from  intense  pains 
down  the  back  of  the  head,  lower  back  and  limbs. 

I  commenced  with  various  apparently  indicated  remedies, 
but  made  no  marked  progress  till  I  gave  lob.  erin.  again.  Ner. 
oleander  also  gave  some  help,  but  her  general  health  improved 
more  under  scroph.  nod.  than  anything.  Calendula  also  helped 
me  with  regard  to  the  pain,  as  did  ruta  grav.  I  found  a 
marked  gain  in  her  general  health,  though  the  tumor  continued 
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to  slowly  enlarge  as  the  years  passed.  Still,  instead  of  wast- 
ing, the  occurrence  of  cancerous  cachexia,  or  secondary 
growths  appearing,  she  maintained  her  weight,  was  able  to 
^et  about  and  see  her  friends,  and  except  for  the  discomfort 
•of  having  to  carry  a  lump  in  her  breast,  which  caused  pain  at 
limes,  she  was  to  all  appearances  in  excellent  general  health,- 
with  a  very  respectable  appetite,  and  she  no  longer  suffered 
from  the  occipital  and  spinal  pains,  or  the  bladder  trouble.  She 
frequently  expressed  great  amusement  at  some  of  the  allopathic 
■doctor  friends,  who  had  never  seen  the  growth  and  could  only 
judge  by  her  health  from  her  appearance  and  what  she  could 
•do,  for  they  scornfully  ridiculed  the  idea  of  her  having  cancer, 
saying  that  it  was  quite  impossible  she  could  have  kept  so  well 
all  these  years  if  she  really  had  this  disease;  and  I  believe 
they  even  became  quite  sad  at  the  thought  that  she  was  being 
deluded  by  an  unscrupulous  so-called  doctor,  who  practiced 
a  contemptible  heterodoxy  called  homoeopathy.  She,  how- 
•ever,  held  her  peace,  and  devoutly  thanked  Providence  that  she 
had  not  followed  the  advice  of  their  school  in  the  first  instance. 

At  one  time  an  attack  of  influenza  woke  up  the  trouble  to  an 
alarming  extent,  inducing  rapid  increase  in  the  growth  and 
general  tumefaction  in  the  surrounding  tissues,  but  I  managed 
to  get  it  under  control  again  with  the  help  chiefly  of  lob.  erin., 
and  later  found  assistance  from  intercurrent  doses  of  the 
nosodes. 

The  patient  continued  in  this  state  of  health  till  a  few  months 
ago,  when  the  size  of  the  tumor  caused  pressure  on  the  arm, 
requiring  her  to  remain  recumbent  most  of  the  day,  and  her 
general  health  has  not  been  so  good  of  late;  but  here  she  is, 
none  the  less,  alive  eight  years  after  the  Arst  appearance  of 
the  growth,  and  with  no  evidence  of  any  secondary  growth  to 
be  found  anywhere. 

Had  she  come  at  the  first  sign  of  trouble,  I  have  reason  to 
believe  that  it  might  have  been  possible  to  entirely  eradicate  the 
disease  in  a  comparatively  short  time. 

Still,  time  alone  can  prove  in  what  proportion  of  cases  this 
•can  be  done,  for  the  cases  I  have  so  far  treated  have  mostly 
come  to  me  when  the  disease  has  existed  some  time,  and  has 
obtained  a  firm  hold  on  the  system. 

After  all,  if  we  are  to  compare  the  relative  value  of  medicine 
and  surgery  in  this  disease,  it  is  only  fair  that  the  physician 
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should  get  his  cases  in  the  same  early  stage  whicl^  the  surgeon 
demands ;  but  this,  in  my  experience,  he  very  rarely  does.  It  is 
an  unfortunate  fact  that  if  he  does  get  such  a  case  and  cure  re- 
sults, he  gets  no  credit  for  his  achievement,  for  the  malig- 
nancy of  the  condition  is  denied  on  the  ground  that  no  time 
was  allowed  for  the  development  of  cachexia. 

Another  case  somewhat  similar  to  the  last  is  one  I  have  had 
the  pleasure  of  treating  with  Dr.  Clarke.  The  disease  first 
appeared  in  the  form  of  a  nodule  in  the  left  breast,  with  en- 
larged axillary  glands,  as  far  back  as  December,  1904. 

Unfortunately  the  physique  of  the  patient  was  very  bad,  and 
her  vital  forces  had  been  undermined  by  chronic  ill-health  in 
the  past,  to  which  frequently  recurring  attacks  of  influenza  had 
contributed  no  small  share.  Indeed,  it  has  never  been  my 
misfortune  to  meet  with  an  individual  who  was  more  suscepti- 
ble to  attacks  from  this  disease,  the  mere  receipt  of  a  letter 
from  a  friend  suffering  from  influenza  being  sufficient  to  de- 
termine an  attack  on  one  occasion. 

This  malevolent  disease  I  have  ample  cause  to  dread,  for 
by  its  peculiar  facility  for  seeking  out  the  weak  spots  in  its 
victim,  it  has  the  power  of  undoing  months  of  patient  treatment 
in  cancer  cases.  One  may  be  congratulating  oneself  that  com* 
plete  control  has  been  gained  over  the  disease  in  some  case, 
when  an  attack  of  influenza  will  supervene  and  light  up  all  the 
old  symptoms  m  a  most  disheartening  way. 

You  will,  therefore,  readily  understand  that  it  has  been 
a  hard  uphill  tussle  to  treat  this  particular  patient,  and  many 
remedies  have  been  brought  into  requisition,  the  nosodes  hav- 
ing given  material  assistance. 

There  are  few  cases  in  which  some  special  feature  does  not 
stand  out  which  is  worthy  of  note  for  future  use,  and  that 
which  impressed  me  in  this  case  most  vividly  was  the  effect 
of  the  first  dose  of  ruta  *A. 

At  that  time  (August  29,  1907)  things  had  not  been  going 
so  well  of  late.  Evidence  pointed  to  the  tumor  getting  out  of 
control,  and  marked  congestion  had  developed  external  to  the 
growth  towards  the  axilla,  causing  pain  of  a  shooting,  throb- 
bing character.  She  complained  of  feeling  extremely  weak 
and  drowsy,  being  much  too  fatigued  to  venture  out  of  doors, 
and  she  was  also  suffering  from  acute  depression.  She  had  a 
great  repugnance  for  food,  and  some  pains — ^apparently  of  the 
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carcinomyalgic  order — had  been  marked  of  late  in  the  legs. 
Taking  the  intense  depression  as  the  main  indication, 
Ruta  g.  *A.  was  given,  and  a  week  later  she  wrote  to  say 
that  she  had  felt  much  stronger  since  the  day  following  the 
dose.  The  pain  had  been  much  less,  she  was  much  less  de- 
pressed, had  lost  her  drowsiness,  and  her  appetite  had  returned. 
When  I  saw  her  six  days  later  I  found  the  congestion  had 
greatly  subsided,  and  the  tenderness  over  this  area,  which  had 
preinously  been  very  marked,  had  now  gone.  She  was  also 
able  to  raise  the  arm  from  the  side  without  discomfort,  though 
this  was  impossible  before.  Since  that  time  ruta  has  played 
a  very  important  part  in  her  case.  The  tumor,  which  is  wholly 
external,  is  now  smaller  than  it  was  some  time  ago,  owing 
to  necrosis  having  occurred  in  several  places.  It  was  interest- 
ing watching  the  process,  for  one  would  first  detect  signs  of  a 
fissure  forming  in  a  previously  level  area,  and  this  would 
gradually  deepen,  its  sides  finally  necrosing  and  leaving  a  plane 
surface  again  at  a  lower  level  than  formerly. 

One  very  satisfactory  result  is  that  the  glands  in  the  axilla, 
which  zvere  large  and  fixed  firmly  together,  have  of  late  dis- 
tinctly  decreased  in  size,  some  of  them  having  again  become 
freely  movable. 

Here,  then,  we  have  another  patient  who,  in  spite  of  very 
great  constitutional  debility,  is  alive  over  four  years  from  the 
incidence  of  the  disease,  and  with  no  sig^  of  secondary  de- 
posits in  any  part  of  the  body.  Indeed,  Dr.  Burford,  who  saw 
her  a  short  while  ago,  after  making  a  thorough  examination, 
expressed  special  gratification  at  the  fact  that  the  manifesta- 
tions of  the  disease  had  remained  so  completely  isolated. 

The  next  case  possesses  many  very  interesting  features, 
amcMig  which  may  be  mentioned  her  continued  strength  and 
activity  throughout,  in  spite  of  her  age,  which  was  70  at  the 
time  she  first  consulted  my  late  father,  on  March  21,  1901,  for 
a  lump  in  the  left  breast,  described  as  i  inch  in  diameter  and 
movable.  She  seems  to  have  been  subject  to  liver  derangement, 
cramps  and  pains  in  the  lower  limbs,  but  the  notes  do  not  men- 
tion how  long  the  tumor  had  existed  before  she  came  for 
treatment.  This  latter  seems  at  first  to  have  been  directed 
especially  to  the  general  condition,  and  included  such  reme- 
dies as  calc.  carb.,  chloesterin,  ammon.  hydrochlor.,  etc.,  in 
frequent  doses,  together  with  a  few  unit  doses  of  fer.  narthcx., 
myrist.  mosch.,  stram.,  etc. 


Digitized  by 


Google 


1 

i 


1.^ 


458  Robert  M.  Le  Hunte  Cooper,  M.D, 

I  first  saw  her  on  March  26,  1904  (two  and  a  half  years 
after  the  appearance  of  the  growth).  I  found  it  about  4  by  4 
inches  in  size,  and  occupying  a  somewhat  unusual  site,  being 
in  the  upper  and  inner  quadrant  of  the  left  breast,  and  firmly 
adherent  to  the  skin,  but  causing  no  pain. 

The  general  health  was  very  good,  and  she  complained  of 
nothing,  except  occasional  cramps  in  the  legs  and  a  tendency 
to  flatulent  dyspepsia. 

I  gave  a  dose  of  thuja  *A  and  saw  nothing  of  the  patient 
for  two  months,  when  on  May  20,  1904,  I  found  that  a  reddish 
area,  of  about  i  by  J/^  inch,  had  appeared  over  the  surface  of 
the  tumor,  the  size  of  the  latter  not  having  materially  altered. 
Rep.  thuja  *A. 

Further  minute  details  are  unnecessary,  as  nothing  of  special 
note  occurred  till  June  12,  1905  (one  years  after  the  last  note), 
when  some  haemorrhage  was  complained  of  as  occasionally  oc- 
curring, and  an  irritable  eczematous  patch  had  shown  itself 
below  the  growth,  due,  no  doubt,  to  some  oozing  which  was 
taking  place  from  the  broken  skin.  After  this  (i.e.,  about  four 
years  after  the  disease  first  appeared)  several  attacks  of  very 
severe  haemorrhage  occurred,  which  were  treated  with  hama- 
melis  internally  and  adrenalin  locally.  Many  of  these  attacks 
were  quite  alarming  in  their  severity,  one  in  particular,  which 
came  on  when  she  was  out  shopping,  saturated  all  her  gar- 
ments before  she  was  aware  of  its  occurrence.  Up  to  this 
time  she  had  enjoyed  excellent  health,  travelling  up  to  town 
from  Southampton  for  shopping,  and  to  visit  her  friends,  and 
she  thought  nothing  of  going  to  picture  galleries  and  enter- 
tainments. In  a  word,  she  enjoyed  excellent  health.  Now, 
however,  the  haemorrhage  attacks  became  so  frequent  that  she 
could  not  go  far  from  home.  For  instance,  here  is  an  extract 
from  my  notes : 

March  8,  1905,  severe  haemorrhage  at  7  a.m.  and  5.30  p.m. 

March  9,  1905,  moderate  attack,  2.30  p.m. 

March  10,  1905,  moderate  attack,  2.30  p.m. 

March  12,  1905,  moderate  attack,  2.30  p.m. 

That  is  to  say,  they  were  occurring  every  few  days. 

The  hamamelis  acted  only  temporarily  in  checking  indi- 
vidual attacks,  and  I  then  tried  adrenalin  internally  without 
•effect,  so  finally  decided  on  a  dose  of  ruta  g.     A. 

This  had  so  marked  an  effect  that  she  was  able  to  travel  up 
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to  town  and  see  me  again,  the  haemorrhage  being  only  slight. 
Another  dose  given  later  was  followed  by  haemorrhage  the 
next  morning,  but  after  that  there  was  only  slight  oozing  to  be 
dealt  with.  Dunng  this  time  and  previously  the  growth  had 
been  gradually  breaking  down  and  coming  aivay,  leaving  a 
flat  ulcer  with  induration  around  it;  and  now  comes  the  re- 
markable fact  that  instead  of  this  induration  continuing  ta 
spread,  as  it  would  have  done  if  untreated,  it  steadily  lessened, 
leaving  the  formerly  infiltrated  tissues  quite  soft,  and  the  ulcer 
steadily  contracted  in  size. 

This  contraction  was  so  marked  that  the  surrounding  tissues, 
became  puckered  into  folds  radiating  outwards  from  the  edge 
of  the  ulcer.  During  all  this  time,  and  in  fact  throughout  her 
whole  illness,  she  never  suffered  any  pain,  and  only  trifling  dis> 
comfort  from  the  smarting  of  the  ulcer. 

The  most  marked  improvement  in  her  health  undoubtedly 
dated  from  the  time  I  commenced  to  give  ruta  at  intervals.  I 
was  fortimate  in  having  a  most  excellent  nurse  to  look  after 
her,  who  took  a  keen  interest  in  her  case  and  gave  me  accurate 
reports  in  the  intervals  between  her  visits.  This  nurse's  former 
duties  as  matron  of  a  hospital  had  made  her  completely  scep- 
tical as  to  the  possibility  of  any  treatment  being  of  the  slightest 
avail  in  cancer,  but  she  was  soon  convinced  after  watching  this, 
case  for  a  time,  and  is  now  an  ardent  advocate  of  homoeopathy. 
She  carefully  observed  the  effect  of  the  various  remedies,  and 
noticed  that  the  doses  of  ruta  were  almost  invariably  followed 
by  offensiveness  of  the  discharge  from  the  ulcer  the  next  day^ 
and  that  afterwards  the  surface  of  the  ulcer  would  become 
clean  and  free  from  odor. 

The  patient  now  began  to  gain  strength  rapidly  again;  she 
frequently  travelled  up  to  town  and  continued  to  be  marvelled 
at  by  her  friends.  The  ulcer  still  further  contracted,  and 
everything  pointed  to  her  living  for  many  years  to  come.  Then 
came  my  old  enemy,  the  arch-fiend  influenza,  which  attacked 
her  in  a  severe  form  and  weakened  her  considerably,  added  to 
which  she  fractured  her  thigh  when  getting  out  of  bed  one 
day.  This  was  the  last  straw,  and  on  June  28.  1907,  she 
passed  peacefully  away,  without  suffering  any  pain,  this  being 
over  six  years  after  the  first  appearance  of  the  growth,  which 
in  itself  most  certainly  did  not  cause  her  death,  though  it  un- 
doubtedly weakened  her  by  the  previous  haemorrhages.  Her 
age  when  she  died  was  yy. 
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Dr.  Murray^  of  Southampton,  attended  this  patient  from 
time  to  time,  and  therefore  had  ample  opportunity  for  watch- 
ing her  case,  and  if  he  is  here  to-night  I  hope  he  may  add  some- 
thing to  my  remarks. 

I  must  only  hurriedly  mention  another  case  of  a  lady  aged 
45,  who  for  two  years  prior  to  coming  to  me  on  November  14, 
1906,  had  suffered  from  a  lump  in  her  left  breast  which  had 
recently  taken  on  rapid  growth,  and  which  /  found  surrounded 
by  considerable  infiltraiion  of  the  breast  tissue,  making  this 
breast  much  larger  than  the  other;  there  were,  however,  no 
glands  to  be  felt  in  the  axilla.  Steady  treatment  with  unit 
doses,  in  which  scroph.  nod.,  has  played  a  prominent  part,  has 
resulted  in  a  complete  restoration  of  the  breast  to  its  normal 
consistence  and  size,  and  reduced  the  lump  to  an  insignificant 
size. 

No  one  could  swear  that  this  case  was  cancerous,  though 
it  was  so  diagnosed  before  she  came  to  me,  and  she  had  been 
told  that  she  must  have  it  operated  on,  as  no  other  treatment 
existed  which  could  be  of  any  avail.  It  can,  however,  be  said 
to  come  under  that  wide  class  of  cases  which  may  be  termed 
"threatened  cancer.'*  We  all  know  the  immense  significance 
of  a  previously  quiescent  growth  suddenly  taking  on  rapid 
action  with  increased  growth,  and  especially  when  there  is 
evidence  of  infiltration  of  surrounding  tissues.  My  experience 
all  points  to  the  fact  that  if  this  breast  had  been  removed  the 
patient  would  be  well  on  the  road  to  the  grave  now,  instead  of 
enjoying  the  best  of  health  and  strength  two  years  and  four 
months  since  the  first  symptoms  of  malignancy  became  evi- 
dent. 

The  last  case  I  give  you,  because  it  is  an  ideal  example  of  true 
medicinal  curative  action  as  propounded  by  my  late  father, 
the  truth  or  falsity  of  which  I  set  myself  to  prove  after  his 
death. 

It  was  that  of  a  cloak-room  attendant,  aged  40,  whom  a  lady 
patient  of  mine  sent  to  me  because  of  her  rapidly  declining 
health,  which  made  it  a  great  struggle  for  her  to  even  carry  out 
the  light  duties  which  had  been  given  her  on  account  of  her 
health.  She  came  to  me  on  August  9, 1905,  and  I  found  her  to 
be  a  very  ill-nourished,  debilitated  woman,  of  dark  complexion. 
Her  mother  and  aunt  had  both  died  of  cancer  of  the  breast 
following  operation,  and  her  past  history  included  an  operation 
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ior  appendicitis  three  years  before.  She  told  be  that  for  the 
Jast  eight  years  she  had  suffered  from  pain  in  the  left  breast, 
which  followed  on  a  blow  a  year  or  two  before.  Six  years  ago 
^he  first  noticed  a  lump  in  the  breast,  for  which  she  consulted 
Dr.  C,  of  Middlesex  Hospital,  who  recommended  operation. 
In  view  of  her  mother's  and  aunt's  experience  she  refused 
this^  so  a  belladonna  plaster  was  applied  over  the  breast.  This 
induced  a  localized  eruption  <m  the  skin,  which,  however,  died 
4iway  after  its  removal.  The  lump  had  remained  without  any 
•change  that  she  was  aware  of  till  a  short  time  ago,  when  the 
pains  she  habitually  suffered  from  became  acute  and  of  a 
shooting  and  knife-like  character;  these  radiated  from  the 
hreast  into  the  axilla  and  down  the  arm  to  the  Hngers.  Quite 
recently  a  new  lump  had  developed  below  and  externally  to 
the  other,  and  her  health  had  become  much  worse,  with  loss  of 
appetite  and  increasing  fatigue  on  exertion.  She  had  also 
noticed  for  some  time  past  an  increasing  difficulty  in  raising 
the  arm  on  that  side.  For  the  past  ten  years  she  has  been  obsti- 
nately constipated,  the  bowels  requiring  pills  before  they  would 
*act.  She  had  recently  applied  another  belladonna  plaster  locally, 
which  had  relieved  the  pain  and  brought  out  white  spots  on  the 
.skin.  On  examination  I  found  two  separate  hard  nodules  lying 
in  a  line,  from  above  downwards  and  outwards,  the  upper 
measuring  2  by  2  inches,  and  the  lowed  2  by  %  inches.  Any 
attempt  to  raise  the  arm  above  the  horizontal  was  attended  by 
•dragging  and  pain,  though  I  could  not  detect  any  glands  in 
the  axilla. 

I  carefully  questioned  her  as  to  whether  she  had  obtained 
any  benefit  from  the  belladonna  plaster  besides  the  relief  of 
pain  and  elicited  the  reply  that  she  thought  she  had  put  on  a 
little  flesh  again  since  using  it.  This  was  too  valuable  a  hint 
to  miss,  as  it  implied  a  general  beneficial  action,  though  the 
remedy  had  clearly  been  applied  in  the  wrong  way  if  a  general 
systemic  effect  was  to  be  obtained.  I  therefore  gave  a  unit 
•dose  of  atrop.  bellad.  *A.  She  was  prevented  from  coming 
till  four  weeks  later,  on  September  7,  when  she  told  me  that 
the  breast  had  been  very  painful  after  the  dose  for  two  to  three 
days,  and  that  it  then  got  much  easier,  the  knife-like  pain 
-went,  and  she  could  feel  the  lumps  becoming  very  much  softer. 
Now  comes  the  main  point.  Coincidently  with  this  local  im- 
provement she  suffered  from  retching  and  vomiting.    On  two 
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occasions  she  had  had  diarrhoea  (a  most  unusual  occurrence 
with  her,  as  was  the  vomiting,  neither  being  accountable  on 
the  score  of  any  particular  food  taken).  Also,  at  the  last 
period  she  had  lost  more  than  usual,  and  she  had  been  troubled 
by  fits  of  coughing  with  the  expectoration  of  thick  yellozv 
phlegm.  Altogether  feels  very  weak  and  thoroughly  run 
down. 

Surely  the  most  obdurate  sceptic  of  curative  medicinal 
action  could  not  fail  to  see  that  this  was  a  particularly  brilliant 
example  of  Nature's  true  eliminative  action.  Here  was  evi- 
dence of  the  excretory  organs  taking  on  action  with  a  ven- 
geance, even  the  uterus  being  made  to  take  its  share  in  the 
general  upheaval ;  no  mere  physiological  or  chemical  action  in 
the  comparatively  insignificant  amount  of  belladonna  given* 
being  capable  of  producting  any  such  effect. 

The  man  who  would  put  this  result  down  to  **chance*'  could! 
hardly  be  congratulated  on  his  mental  outlook,  for  this  would 
imply  a  wilful  shutting  of  the  eyes  to  obvious  facts,  which  is  a 
very  different  thing  from  honest  doubt  which  promotes- 
enquiry.  Yet  I  venture  to  say  there  are  few  of  the  old  school 
who  would  not  find  some  cause  for  Jhese  effects,  however 
unlikely,  rather  than  admit  that  they  were  the  result  of  curative 
medicinal  action. 

On  examination  I  found  both  tumors  smaller  and  softer.  At 
the  time  I  am  speaking  of,  I  had  recently  made  the  observation, 
which  I  demonstrated  in  my  last  paper,  that  profound  adyna- 
mia, due  to  excessive  eliminative  action,  could  be  antidoted 
by  the  nosodes  without  any  apparent  deleterious  inhibition  of 
the  latter,  and  this  case  being  a  mild  replica  of  the  other,  I  de- 
cided to  give  a  dose  of  scirrhin.  100. 

September  21  (fortnight  later). — Is  feeling  very  much  bet- 
ter, especially  the  last  week.  Beginning  to  feel  like  herself 
again.  Hcts  not  felt  so  well  for  months.  The  tumor  was  more 
painful  for  a  day  or  two  after  the  dose,  but  this  week  has- 
hardly  pained  at  all.  Some  diarrhoea  is  still  present  oft  and  on. 
Bowels  acting  daily,  either  once  or  four  to  five  times.  Can 
now  straighten  her  arm  vertically  above  the  head.  Less  loss 
at  the  last  period.  Her  friends  notice  her  greatly  improved" 
appearance. 

On  examination  the  tumors  were  found  to  have  still  further 
decreased.     S.V.R.  given. 
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October  5  (fortnight). — Bowels  acting  absolutely  regular-- 
ly;  cannot  understand  it.  No  pain  in  breast,  and  there  is 
now  fw  longer  any  tenderness  as  formerly.  Breath  catches 
her  on  exertion.  Appetite  not  so  good,  but  she  feels  stronger 
and  able  to  work  better.  The  last  two  days  some  itching 
spots  have  come  out  (chiefly  round  the  left  shoulder  but  also 
on  the  legs).  Those  who  remember  my  last  paper  will  find 
some  significance  in  this  last  symptom. 

On  examination  I  found  the  breast  absolutely  normal;  she 
said  that  she  and  her  friends  were  dumbfounded  when  they 
found  the  lumps  had  gone,  because  the  breast  had  remained 
unchanged,  except  for  the  recent  increase  in  size,  for  over 
six  years. 

Though  an  attack  of  influenza  occurred  a  little  later  leaving 
weakness  behind  it,  for  which  I  gave  a  unit  dose  of  psor.  30, 
and  one  or  two  other  remedies,  the  breast  trouble  never  re- 
turned, and  enquiries  recently  made  elicited  the  fact  that  her 
health  had  been  splendid  ever  since. 

This  case  is  a  fine  illustration  of  the  folly  of  expecting 
to  find  "one  specific  remedy  to  cure  all  cases  of  cancer"; 
and  this  expectation  has  obviously  been  the  stumbling  block  of 
the  few  investigators  of  the  disease  who  have  genuinely  tried 
to  find  a  cure  for  it.  The  manifestations  of  the  disease  differ 
so  much  in  the  various  localities  and  indivic^uals  attacked,  to 
say  nothing  of  the  diverse  histological  characters  of  the  tumors 
themselves,  that  it  would  be  illogical  to  suppose  it  possible  to 
find  one  specific  remedy  to  meet  every  case ;  besides,  our  expe- 
rience in  treating  other  pathological  conditions  is  entirely  op- 
posed to  the  "one  disease,  one  remedy"  theory. 

The  difficulty  is,  of  course,  in  finding  the  indicated  drug  for 
each  case,  but  I  maintain  that  it  will  be  possible  to  eventually 
define  these  indications  //  we  carefully  note  the  results  of  the 
action  of  remedies  on  the  disease  itself  in  its  various  manifes- 
tatiofis.  I  am  aware  that  many  of  our  cult  attach  no  value  to 
such  observations,  yet  it  cannot  be  denied  that  no  great  advance 
in  the  treatment  of  the  disease  occurred  till  this  method 
was  adopted,  and  the  results  so  far,  I  think  you  must  admit, 
have  been  distinctly  encouraging.  I  am  led  to  believe  that  the 
indication  of  "the  affinity  of  certain  drugs  for  certain  localities 
of  the  body"  is  a  very  important  one,  as  mstanced  by  ornithogal 
and  the  stomach,  and  scroph.  nod,  and  belladonna  and  the 
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breast.  Another  important  localization,  of  which  proof  is 
gradually  coming  to  me,  is  that  of  ruta  and  the  intestines.  I 
give  this  as  a  hint  which  I  ccHisider  of  great  value,  though  I 
must  leave  its  exposition  to  some  future  occasion. 

This  last  case,  and  several  of  the  others,  illustrate  the  signifi- 
cance of  restored  natural  action  of  the  bowels,  to  which  I 
called  attention  in  my  last  paper. 

The  cases  I  have  given  to-night  all  point  to  the  fact  that  there 
is  not  such  a  great  systemic  danger,  as  hitherto  insisted  on, 
in  the  actuai  presence  of  a  cancerous  growth  in  the  tissues, 
provided  suitable  constitutional  medicinal  treatment  is  em- 
ployed, and  this  opens  up  a  very  vital  question:  "How  if,  in- 
stead of  it  being  dangerous  to  dday  operation,  such  delay 
might  not  be  actually  advantageous,  provided  medicinal  treat- 
is  employed.  Oh !  what  heresy  when  we  consider  the  teachings 
of  the  past !  But  are  you  absolutely  sure  that  the  tumor  is  not 
an  outlet  for  some  blood  condition  which  has  hitherto  resisted 
demonstration?  If  so,  you  are  justified  in  holding  on  to  the 
old  tenets;  but  if  not,  then  surely  it  would  be  more  scientific 
to  begin  by  treating  the  constitutional  state  till  evidence  of  its 
being  under  control  is  forthcoming  in  the  tumor  ceasing,  or 
practically  ceasing,  to  grow  before  the  knife  is  brought  into 
requisition.  One  point  which  supports  this  is  that  there  ap- 
pears to  be  a  direct  ratio  between  the  rapidity  of  growth  of  a 
cancerous  tumor  and  the  rapidity,  diffusion,  and  malignancy  of 
the  recurrence  of  secondary  growths  after  operation.  The  in- 
stances I  gave  at  the  beginning  of  this  paper  were  cases  in 
point. 

Another  matter  of  equal  importance,  which  the  cases  I  have 
treated  point  to,  is  that  the  wholesale  removal  of  all  the  lym- 
phatic glands,  whether  directly  implicated  or  not,  is  unjustifia-  - 
ble.  Certain  it  is  that  when  this  procedure  is  carried  out,  the 
victim  of  a  recurrence  at  the  site  of  operation  is  in  a  plight  far 
more  terrible  than  she  was  before,  for  the  destruction  of  the 
lymphatic  circulation  means  the  most  appalling  swelling  of 
the  arm,  with,  as  you  well  know,  the  most  agonizing  pain  and 
distress  as  the  result.  If  it  is  once  admitted  that  the  local 
growth  is  not  in  itself,  under  ordinary  circumstances,  capable 
of  infecting  the  system,  the  argument  in  favor  of  such  a  pro- 
cedure falls  to  the  ground. 

Finally,  I  would  refer  you  to  a  paper  by  Drs.  Macalister  and 
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Ross  in  the  Lancet  of  January  16  last,  in  which  they  claim  to 
have  found  a  definite  reaction  in  the  blood  of  carcinoma  cases 
which  is  so  distinctive  that  it  may  be  used  to  diagnose  doubtful 
cases.  This  bears  out  what  my  clinical  experience  has  let 
me  to  expect,  viz.,  that  future  research  into  the  nature  of  cancer 
will  be  far  more  prolific  of  useful  result  if  more  attention  is 
directed  to  the  blood  condition  and  less  to  the  tumor  itself. 

It  will  be  many  aecades  before  the  last  word  is  said  in  the 
treatment  of  cancer,  but  if  that  word  is  ever  to  be  spoken,  it 
behooves  us  to  abandon  forever  that  hopeless  view  of  this  dis- 
ease, which  has  so  effectually  paralyzed  progress  in  the  past. 

Cnttent  Comment. 

H.  E.  Beebe,  M.D. : 

The  average  accoucheur  is  sometimes  too  careless  with 
the  third  stage  of  labor.  We  too  often  think  that  when  the 
head  is  delivered  watchful  attention  is  about  over  and  that 
nature  will  properly  do  the  remainder  without  our  assistance 
Even  forgetting  that  the  delivery  of  the  shoulder  may  do,  yes, 
quite  often  do,  serious  violence  to  the  soft  parts.  Here  is 
where  extra  precaution  is  absolutely  essential  as  a  prophylactic 
measure  against,  not  only  septicaemia,  post-partum  hemor- 
rhage and  other  troubles  during  convalescence,  but  also  the 
future  health  of  the  woman  as  well  is  guarded. 

After  the  second  stage  the  natural  forces  are  usually  suffi- 
cient to  complete  the  evacuation  of  all  the  uterine  contents, 
comprising  placenta,  membranes  and  coagula.  The  majority 
of  us,  I  believe,  do  resort  to  cautious  manipulation,  and  prop- 
erly so,  providing  we  are  not  too  hasty  in  this  matter.  Always 
remember  to  give  the  uterus  time  to  recuperate,  yes,  much 
time,  if  the  mother  is  exhausted.  During  this  period,  keep 
the  hands  out  of  the  parturient  canal,  for  ^  now  everything  is 
most  favorable  to  the  absorption  of  septic  material. 

Interference  during  the  second  stage  only  when  necessary 
is  not  so  dangerous,  for  if  infection  should  then  be  carried 
into  the  cavity,  it  is  likely  to  be  expelled  with  the  passage  of 
the  third  stage  contents.    The  experienced  obstetrician  knows 
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from  palpating  the  dormant  uterus,  as  it  is  usully  found,  imme- 
diately following  the  second  stage,  when  there  is  relaxation  and 
when  contraction.  If  there  be  relaxation  and  coagula  accumu- 
lating as  a  consequence,  a  gentle  kneading  must  be  kept  up 
until  contraction  is  established.  Now,  the  uterus  is  felt  to 
slightly  rise,  indicating  that  the  placenta  is  separating  and 
lies  either  in  the  lower  segment  or  in  the  vagina.  At  this 
time  moderate  pressure  in  the  direction  of  the  pelvic  axis  will 
dislodge  the  contents  from  the  lower  uterus  or  from  the 
vagina.  Ever  remember  our  duty  is  to  carefully  aid  the  natural 
forces  and  not  endeavor  to  do  their  part. 

When  to  ligate  the  umbilical  cord  has  given  rise  to  a  great 
deal  of  discussion.  It  is  this  simple  feature  we  must  briefly 
consider,  trifling  though  it  may  seem.  We  desire  to  bring  out 
discussion  on  an  innovation  we  have  been  practicing  for  a 
number  of  years.  This  departure  from  the  general  custom  is 
to  not  separate  the  child  nor  ligate  the  funis  until  the  com- 
plete delivery  of  the  placenta.  I  have  no  desire  to  antagonize 
an  established  rule  further  than  to  say  by  this  method  the 
secundines,  in  my  experience,  usually  come  away  within  ten 
minutes  in  a  case  of  ordinary  confinement.  This  is  simply 
from  my  own  observation.  Am  I  correct  or  am  I  wrong  in  so 
doing? 

Authors  of  obstetrics  usually  say:  respiration  being  fully 
established,  the  ligation  of  the  cord  should  be  delayed  until 
pulsation  ceases,  unless  there  is  some  positive  indication  to 
the  contrary.  It  is  estimated  that  immediate  ligation  deprives 
the  fetus  of  about  three  ounces  of  blood.  Is  it  not  possible  that 
more  than  this  amount  passes  to  the  child,  or  even  if  it  does 
not,  may  not  its  cries  and  struggles  aid  in  separating  the 
placenta  for  the  uterine  attachments? 

I  believe,  as  do  some  others,  that  blood  is  drawn  into  the 
circulatory  system  of  the  fetus  by  thoracic  aspiration.  Like- 
wise it  is  also  driven  into  it  as  a  result  of  the  compression  of 
the  placenta  by  the  contracting  uterus. 

Possibly  the  method  of  delay  for  the  delivery  of  the  pla- 
centa is  not  altogether  a  good  one,  being  too  much  of  a  wait^ 
but  certainly  late  ligation  is  to  be  preferred  to  immediate. 
It  has  been  well  shown  that  the  initial  loss  of  weight  in  the 
first  few  days  is  usually  less  after  late  than  after  early  ligation. 
It  was  always  my  custom  to  practice  late  ligation  before  I  fol- 
lowed the  method  herein  advocated. 
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After  respiration  is  well  established  and  the  babe  cries  vigor- 
ously, I  ccMnmonly  wrap  it  in  a  warm  blanket,  placing  it  to 
rest  between  the  motlier's  thighs  on  its  right  side,  hips  being 
elevated;  then  with  the  left  hand  over  the  uterus,  watch  and 
wait  cautiously  until  the  placenta  comes  away,  when  I  ligate 
the  cord,  usually  but  once. 

Knowing  that  some  do  not  ligate  at  all,  thereby  imitating 
animal  nature,  has  not  custom  made  this  feature  obligatory  like 
many  others?  Labor  is  a  natural  physiological  process  and 
nature  is  usually  about  right  in  her  methods. 

What  say  you  who  have  had  extensive  experience  in  the 
lying-in  chamber  ?    To  do  or  not  to  do  is  the  question. 


Chas.  O.  Cooke,  M.D.: 

From  my  study  of  the  subject  of  appendicitis  complicating 
pregnancy,  from  my  personal  experience  in  four  cases,  I 
wish  to  emphasize  the  following  points : 

Appendicitis  should  be  suspected  in  all  cases  of  right-sided 
pain  occurring  during  pregnancy. 

Inasmuch  as  constipation  is  an  important  factor  in  the  eti- 
ology of  the  disease,  the  physician  should  see  that  the  bowels 
dangerous  than  in  the  non-pregnant  state. 

The  symptoms  are  often  misleading  and  the  diagnosis  is  not 
^asy. 

The  prognosis  is  good  in  the  acute  catarrhal  and  chronic 
recurrent  types,  but  extremely  grave  in  the  gangrenous  per- 
forative and  abscess  type. 

The  treatment  is  operation  in  every  case  as  soon  as  the 
diagnosis  is  established.  In  cases  of  doubt  operation  is  safer 
than  waiting. 

The  mortality  of  appendicitis  complicating  pregnancy  is  the 
mortality  of  delay.  Appendicitis  during  pregnancy  is  more 
dangerous  than  in  the  non-pragnant  state. 

The  true  prophylaxsis  in  a  child-bearing  woman  who  has 
had  a  well-marked  attack  of  appendicitis  is  an  interval  opera- 
tion. 

The  f)ossibility  of  appendicitis  after  labor  in  predisposed 
patients  should  be  borne  in  mind  in  order  not  to  mistake  such 
for  puerperal  sepsis. 

In  the  perforative  cases  with  general  diffuse  suppurative 
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peritonitis,  occurring  at  the  end  of  pregnancy  accouchment 

force  is  indicated  followed  by  incision  and  drainage  of  the 

peritoneal  cavity. 

♦         4c         « 

C  B.  Kinyon,  M.D.: 

In  each  and  every  case  of  labor,  even  if  perfectly  normal, 
I  give  aconite  2x  every  hour  while  awake,  for  at  least  twelve 
to  eighteen  hours,  or  even  twenty-four  hours,  if  there  is  any 
so-called  fatigue  fever.  For  this  is  too  early  to  have  fever 
due  to  infection.  You  can  tell  how  long  to  give  aconite  by 
the  condition  of  the  skin  and  tlie  character  of  the  pulse.  These 
are  a  much  better  g^ide  than  the  temperature.  The  tempera- 
ture may,  during  this  time,  reach  99>4  to  loo  within  a  few 
hours  after  labor,  but,  as  already  stated,  this  is  simply  the 
so-called  fatigue  fever  and  is  very  promptly  controlled  by 
aconite.  When  the  pulse  drops  below  90  and  the  skin  is 
moist,  discontinue  the  aconite  and  give  arnica  2x  for  the 
next  twenty-four  hours.  This  remedy  will  control  the  sore 
and  bruised  feeling  and  alleviate  the  "after  pains"  to  a  marked 
degree.  After  the  arnica  I  give  belladonna  3x  for  a  week  or 
ten  days,  unless  the  breasts  are  too  hard,  in  which  case  I 
give  bryonic  instead  of  belladonna,  and  in  hundreds  of  cases 
1  have  seen  the  breasts  soften  under  its  use  and  mastitis  pre- 
vented. Of  all  remedies  in  the  materia  medica.  belladonna 
produces  the  most  marked  benefit  in  relieving  the  engorged  and 
congested  condition  of  the  pelvic  organs.  This  is  true  in  all 
cases  as  well  as  lying-in  woman. 

I  wish  to  give  you  a  few  remedies  for  that  terrible  condition 
known  as  puerperal  fever.  Do  not  use  the  curette  or  perform 
hysterectomy,  as  the  former  is  dangerous,  for  always  in  these 
cases  the  uterine  walls  are  so  soft  that  perforation  is  very 
liable  to  occur,  and  even  if  it  does  not  occur  it  is  not  possible 
to  remove  all  the  diseased  tissue,  and  the  raw  surfaces  made 
by  the  curette  will  necessarily  absorb  those  poisons  that  remain, 
thereby  materially  aggravating  the  case,  if  not  proving  rapidly 
fatal.  And  hysterectomy  in  these  cases  only  hasten  the  end. 
To  the  best  of  my  knowledge  there  are  less  than  a  score  of 
cases  on  record  that  have  recovered  after  hysterectomy,  while 
hundreds  and  hundreds  have  died  during  or  soon  after  the 
operation.  A  far  better  method  of  treatment  in  these  cases 
is  to  thoroughly  clean  out  the  cavity  with  gauze,  followed  by 
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a  swab  of  iodine  compound,  and  if  need  be,  in  case  of  g^eat 
fever  and  destruction  of  tissue,  a  continuous  douche  may  be 
employed  by  allowing  it  to  enter  the  well  dilated  os  and  re- 
turned without  obstruction.  This  is  best  done  by  a  one  per 
cent,  solution  of  iodine  in  the  water.  I  have  seen  cases  that 
were  considered  hopeless  by  all  the  attendants,  where  the  fever 
was  from  104  to  106,  by  the  daily  swabbing  out  of  the  cavity 
as  above  indicated  and  the  employment  of  the  continuous  iodine 
douche  for  several  days,  show  decided  signs  of  improvement 
and  ultimately  fully  recover.  And  I  am  sure  that  no  other  line 
of  treatment  would  have  been  successful. 

As  a  rule,  we  do  not  need  to  give  anything  to  make  the 
bowels  move,  but  if  they  are  not  already  moving  freely  Hun- 
yadi  water  is  one  of  the  best  laxatives  we  have.  If  the  whole 
system  is  saturated  with  the  poison  and  there  are  marked 
gastric  symptoms  i  rely  largely  upon  the  salicylate  of  soda, 
giving  two  grains  every  two  hours  until  the  bowels  show  signs 
of  being  too  loose.  This  is  followed  in  nearly  every  case  for  at 
least  a  few  hours,  and  perhaps  two  or  three  days,  by  arsenate 
of  china  2x.  Rhus  tox  and  mercurius  are  two  very  important 
remedies  in  these  cases.  One  other  remedy  which  has  served 
me  well  I  mention  last  because  it  is  not  indicated  until  the 
latter  stages  of  the  disease,  after  pus  has  formed.  Then 
is  when  echinaca  is  indicated.  And  to  be  of  benefit  must  be 
given  in  material  doses.  A  favorite  prescription  with  me  is 
the  following:  Put  one  dram  of  the  mother  tincture  in  four 
ounces  of  water.  Give  a  teaspoonful  every  half-hour  until  its 
results  are  manifest,  then  gradually  lengthen  the  interval  be- 
tween doses.  One  great  remedy  for  the  lying-in  period  and 
any  other  cases  of  marked  engorgement  of  the  pelvic  or- 
gans and  tissues  is  belladonna.  This  is  without  question  the 
greatest  remedy  in  the  materia  medica  for  the  relief  of  such 
engorgement.  For  marked  cases  of  metritis  this  is  a  great 
remedy,  but  is  frequently  alternated  or  followed  by  calc.  iodide 

IX  or  hydrastis  ix. 

*         *         * 

J.  B.  Jardine,  M.D. : 

I  will  report  a  case  of  gangrene  of  leg  from  thrombosis  in 
pregnancy.  A  woman  who  had  excellent  health  during  her 
pregnancy  until  within  a  fortnight  of  term,  when  she  began  to 
suffer  from  cramp  in  her  right  leg  and  foot,  alternating  with 
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sensations  of  tingling  and  numbness.  Six  days  later  the  pain 
was  so  great  as  to  necessitate  injections  of  morphine,  and  the 
foot  and  leg  were  white  and  cold,  no  pulsation  being  felt  in  the 
tibial  arteries.  The  heart  sounds  were  slightly  roughened  in 
the  aortic  area,  but  otherwise  pure.  Labor  commenced  eight 
days  after  the  onset  of  these  symptoms ;  the  child,  which  was 
deliverd  with  forceps,  was  hydrocephalic,  and  did  not  survive. 
The  puerperium  was  practically  uneventful,  but  the  gangrene 
of  the  leg  progressed  steadily,  and  ten  days  later  she  was 
transferred  to  the  care  of  the  surgeon,  who  amputated  just 
below  the  trochanter.  All  the  vessels  in  the  face  of  the  stump 
were  thrombosed,  and  only  the  femoral  artery  and  vein  were 
tied.  No  tourniquet  was  used,  but  the  abdominal  aorta  was 
compressed  during  the  operation.  Subsequently  the  patient 
experienced  severe  pain  in  the  left  foot  and  leg,  and  the  pulsa- 
tion of  the  tibial  arteries,  and  later  of  the  femoral  in  Scarpa's 
triangle,  could  not  be  felt.  The  flap  also  became  gangrenous, 
and  the  covering  of  the  stump  was  destroyed.  The  patient 
refused  to  have  any  further  operation  to  remedy  this.  The 
circulation  in  the  left  limb  had  recovered  and  the  foot  was 
warm  when  the  patient  left  the  hospital. 

The  cause  of  the  thrombosis  is  not  clear ;  the  cardiac  lesion 
was  of  the  slightest,  the  process  of  blocking  seems  to  have  been 
a  gradual  one  of  some  weeks'  duration,  although  the  pain  only 
became  marked  a  few  days  before  admission  to  the  hospital. 
It  is  unlikely  that  the  hydrocephalic  condition  of  the  child 
should  have  had  any  bearing  on  the  condition. 


J.  L.  T.  Isbister,  M.B.: 

Considerable  interest  has  lately  been  aroused  in  regard  to 
the  treatment  of  fracture  of  the  femur  in  the  newly  born  child. 
Various  means  are  suggested  for  treating  this  difficult  frac- 
ture, but,  with  the  exception  of  Crede's  original  method,  they 
are  all  based  on  the  supposition  that  both  extension  and  trac- 
tion are  necessary. 

Crede  recommended  binding  the  limb  in  a  flexed  position  to 
the  ab<Iomen.  Unfortunately,  this  does  not  invariably  give 
the  best  result,  and  an  unsatisfactory  union  is  a  difficult  thing 
to  rectify.  The  unsatisfactory  cases  possibly  result  from  the 
restlessness  of  the  child,  and  a  heaving  abdomen  which  is 
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sometimes  distended  and  sometimes  relaxed.  But  the  princi- 
ple of  flexion  is  correct,  and  tlie  idea  is  supported  by  the 
fact  that  the  newborn  child  naturally  adopts  the  flexed  position 
for  some  few  weeks  after  birth,  and  always  sleeps  in  this  pos- 
ture. On  occasions  the  legs  are  stretched  out,  but  they  always 
return  more  or  less  to  the  flexed  position.  It  is  the  child's  posi- 
tion in  utero,  and  we  cannot  expect  it  to  alter  suddenly.  Hence 
we  are  right  in  assuming  that  flexion  is  the  position  of  greatest 
muscular  relaxation. 

If  further  proof  were  necessary,  it  is  to  be  found  in  a  rapid 
•examination  of  the  fracture  under  an  x-ray  screen.  This  must 
be  done  very  rapidly  in  a  very  dark  room,  for  Roentgen  rays 
■can  do  small  children  no  good.  With  the  child  in  a  horizontal 
position,  the  thigh  is  gradually  flexed,  and  the  fragments  can 
be  seen  to  come  into  line  and  apposition  with  each  other  when 
the  limb  is  all  but  touching  the  abdomen.  Professor  John 
Cleland,  Professor  of  Anatomy  at  Glasgow,  says  that: 

"When  the  spinal  column  is  in  its  natural  position  in  the 
newly-born  the  hip- joint  is  in  full  extension  when  the  femur  is 
at  right  angles  to  the  spinal  coltunn.  If,  then,  the  thigh  be 
pressed  down  so  as  to  bring  it  in  a  line  with  the  trunk,  the 
<:hange  is  effected  not  at  the  hip-joint,  but  in  the  lumbar  region 
by  turning  the  pelvis  backwards.  This  is  not  a  natural  posi- 
tion in  a  newly-born. 

"What  happens  naturally  is  up  to  the  time  of  birth  the 
cervical,  thoracic,  and  lumbar  parts  of  the  vertebral  column 
present  a  continuous  concavity  forwards. 

"At  birth  the  head  is  thrown  back  and  lies  naturally  on  the 
mother's  arm,  the  cervical  convexity  thus  making  appearance. 
When  the  child  begins  to  try  to  walk  it  throws  its  pelvis  back, 
and  produces  the  lumbar  convexity,  and  the  stretched  thigh  is 
thus  made  to  revolve  a  quarter  of  a  circle  or  a  right  angle." 

These  observations  he  confirms  by  anatomical  dissection. 
Surely  this  supports  Crede's  flexed  position  and  the  view  that 
traction  is  not  necessary.  Hence,  an  apparatus  that  will  keep 
the  fractured  limb  flexed,  and  just  a  little  off  the  abdomen, 
is  all  that  is  necessary. 

Roughly  speaking,  the  split  should  be  shaped  like  the  letters 
Z  O.  the  latter,  letter  O,  being  attached  to  the  Z  at  a  right  angle 
at  the  lower  right-hand  comer.  The  foot  is  not  included  in 
the  splint,  which  reaches  only  to  the  tcndo  Achillis.    A  small 
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trough-shaped  piece  takes  the  calf,  and  the  trough  is  continued 
up  the  back  of  the  thigh — ^two-thirds  of  the  way  is  enoughs 
A  small  bar  clearing  the  buttock  is  attached  at  the  upper  end 
to  a  2  inch  wide  loop  surrounding  the  abdomen.  The  end 
of  this  loop  or  belt  is  fixed  in  a  slot,  so  that  the  diameter  can  be 
readily  altered.  The  whole  is  made  of  aluminum,  and  weighs, 
unpadded,  i  J^  oz.  The  splint  is  best  padded  with  a  few  layers 
of  lint,  soaked  in  olive  oil  to  prevent  contamination,  which  at 
the  most  is  but  slight.  Aluminum  is  not  only  very  light,  but 
practically  pervious  to  x-rays,  hence  the  fractured  ends  can 
be  seen  with  the  splint  applied  to  the  limb. 

The  sound  limb,  as  a  rule,  is  placed  by  the  child  in  the  same 
position  as  the  fractured.  This  is  an  advantage,  as  one  limb 
supports  the  other  and  makes  it  easier  for  the  mother  to  hold 
and  nurse  the  child.  In  fact,  the  child  can  be  nursed  just  like 
an  ordinary  child,  can  be  taken  out  into  the  open  air,  and  need 
not  be  kept  in  its  cot;  it  may  also  be  taken  into  bed  by  the 
motlier  at  night  time.  All  cumbersome  appliances  become  un- 
necessary. When  the  child  is  clothed  there  is  nothing  to  indi- 
cate the  presence  of  the  splint,  and  by  the  mother's  arms  the 
slight  additional  weight  passes  unnoticed. 

R.  C.  Buist,  M.D. :       *        *        * 

Ordinarily  a  Caesarean  section  is  looked  forward  to  as  one 
of  the  possibilities  of  a  particular  case,  and  preparations  for  it 
are  made  in  due  course,  but  in  the  case  which  I  am  to  narrate, 
until  I  was  actually  in  immediate  presence  of  the  need,  I  had 
no  thought  that  delivery  in  this  form  might  be  called  for.  As 
there  were  none  of  the  classical  indications  and  the  ordinary 
conditions  of  election  for  its  performance  were  all  violated. 

Mrs.  M.,  aged  46,  was  seen  by  me  on  September  20th,  1908, 
with  a  view  to  her  prospective  confinement.  She  had  had  four 
previous  pregnancies,  the  last  three  ending  at  term  with  rather 
large  children  ranging  up  to  9  lbs.  weight,  and  each  requiring 
delivery  by  forceps.  The  last  confinement  was  ten  years  ago. 
Her  last  period  was  in  the  end  of  March  and  she  had  quick- 
ened in  mid-August.  During  this  pregnancy  she  had  felt 
unusual  fatigue,  and  on  examination  she  showed  great  ab- 
dominal distension.  There  was  evident  hydramnios  and  the 
uterus  was  almost  as  large  as  a  uterus  at  term.  The  fetal 
length,  however,  corresponded  to  the  assigned  date  of  menstrua- 
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lion.  Arrangements  were  therefore  made  for  a  confinement 
early  in  January.  Tlie  patient's  comfort  was  added  to  by  a 
special  bandage,  but  she  had  from  this  time  mostly  to  keep 
her  bed. 

It  was  not  until  February  19th,  almost  eleven  months  after 
the  last  menstruation,  that  I  was  called  at  midday,  and  found 
that  she  had  been  in  labor  since  the  morning.  The  os  was 
fully  dilated,  but  the  head  not  engaged.  I  ruptured  the  mem- 
branes to  relieve  the  hydramnios,  and  then  recognized  that 
the  fetus  was  an  anencephal,  and  of  large  size.  As  this  condi- 
tion put  delivery  by  forceps  practically  out  of  the  question, 
I  gave  the  patient  chloroform  and  brought  down  the  left  foot, 
only  to  find  that  the  breech  would  not  enter  the  pelvis.  T 
then  brought  down  the  other  foot,  and  found  that  no  amount 
of  suprapubic  pressure  and  traction  on  the  legs  which  I  could 
exert  would  bring  the  pelvis  into  the  brim.  At  this  deadlock, 
embryotomy  was  the  next  consideration,  but  it  was  evident 
that  with  legs,  corresponding  to  the  size  of  the  feet  we  saw 
protruding  from  the  vulva  it  would  be  so  difficult  to  reach  the 
child's  pelvis  above  the  brim  that  with  the  subsequent  necessary 
cmshing  of  the  shoulder  girdle  and  skull* base,  embryotomy 
was  to  be  a  perilous  process  for  the  mother.  I  therefore  asked 
and  received  the  husband's  consent  for  Caesarean  section,  and 
went  to  the  telephone  in  search  of  an  assistant  and  some  catch 
forceps.  I  was  fortunate  in  finding  Dr.  Price,  who  said  he 
would  bring  both  instruments  and  dressings.  Pending  his 
arrival  at  5  p.m.  I  prepared  the  abdomen  and  kept  the  patient 
under  light  anaesthesia. 

The  operation,  made  with  a  vertical  incision,  presented  no 
unusual  feature  except  that  the  extraction  of  the  child  which 
I  had  so  forcibly  tried  to  bring  through  the  pelvis  was  more 
than  ordinarily  difficult.  After  the  child  was  extracted,  the 
uterus  was  extruded,  the  placenta  extracted,  and  the  uterus 
sutured  with  catgut.  The  abdominal  wound  was  sutured  with 
silkworm  gut,  and  dressed  with  sterile  gauze. 

We  were  able  to  leave  at  6  p.m.,  and  the  2  oz.  of  chloroform 
with  which  I  started  the  afternoon  were  not  exhausted.  The 
puerperium  was  as  smooth  as  after  an  ordinary  confinement. 
There  was  no  sickness.  The  temperature  never  rose  over 
99®  F.,  and  the  wound  healed  normally.  The  patient  was  out 
of  bed  on  the  fourteenth  day,  and  on  the  twenty-ninth  day  was 


Digitized  by 


Googk. 


y 


474  Current  Comment. 

jBible  to  go  down  town  to  see  a  play  in  which  hef  children 
were  engaged. 

The  child  breathed  for  a  few  minutes.  It  measured  21  >4 
inches  to  the  skin  border  over  the  eyes.  It  weighed  10  lbs. 
The  mother  is  a  small  woman  but  well  developed,  and  has 
little  if  any  pelvic  contraction. 

*  ♦  3|e 

J.  W.  Ballantyne,  M.D.: 

No  obstetrician  who  gives  a  thought  to  the  matter  can  ever 
feel  that  he  has  treated  the  umbilical  cord  in  a  surgical,  not 
•  to  say  aseptic,  manner  when  he  has  applied  a  ligature  to  it 
about  2  inches  from  the  navel,  divided  it,  and  wrapped  the 
stump  round  with  a  piece  of  sterilized  gauze.  Nevertheless, 
that  is  the  method  which  is  still  almost  universally  employed, 
with  the  addition,  in  the  practice  of  certain  obstetricians,  of 
antiseptic  applications  on  one  or  more  occasions  to  the  cord- 
stump.  It  may  be  said,  in  defence  of  the  old-established  plan, 
that  it  works  very  well,  and  that  umbilical  infection  in  the  new- 
born infant  is  only  an  occasional  occurrence. 

Yet  there  are  certain  facts  which  ought  to  provoke  reflection. 
Keller,  for  instance,  in  an  article  on  the  relation  of  umbilical 
infection  to  infantile  mortality  in  Berlin,  has  shown  that  2 
per  cent,  of  the  total  mortality  of  children  is  due  to  umbilical 
infection  during  the  first  month  of  life;  he  has  also  pointed 
out  that  the  results  of  the  infection  are  chiefly  sepsis,  tetanus, 
neonatorum,  peritonitis,  inflammation  of  the  navel,  ompha- 
lorrhagia, and  intestinal  disturbances.  Keller,  therefore,  had 
adopted  stricter  antiseptic  methods  of  dealing  with  the  cord, 
such  as  drying  and  disinfecting  it  with  pledgets  wrung  out  of  a 
solution  of  alcohol  (96  per  cent.). 

I  was  led  to  scrutinize  closely  the  various  methods  of  dealing 
with  the  cord  which  were  being  tried  in  a  sort  of  sporadic 
fashion  by  different  obstetricians  in  various  places.  There  was 
the  plan,  for  instance,  by  which  the  Whartonian  jelly  was  cut 
at  Ihe  base  of  the  cord  and  the  vessels  tied  with  fine  silk  or 
catgut,  after  which  the  umbilicus  had  to  be  kept  perfectly 
sterile;  there  was  the  method  by  means  of  a  simple  form  of 
clamp,  which  reduced  the  portion  of  dead  funic  tissue  ad- 
hering to  the  abdominal  wall  to  a  mininmm :  and  there  was  the 
procedure  in  which  the  cord  was  first  clamped  and  washed  in 
.an  antiseptic  lotion,  and  thereafter  dealt  with  in  detail,  the 
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covering  being  divided  at  thp  amnio-dermal  junction,  the 
jelly  stripped  away,  and  the  vessels  ligatured  with  catgut  and 
cut  close.  It  was  not,  however,  till  the  autumn  of  last  year 
that  I  had  an  opportunity  of  carrying  out  a  series  of  experi- 
ments upon  various  modes  of  dealing  with  the  cord  which 
should  more  nearly  attain  to  the  standards  of  surgical  asepsis 
than  simple  ligation  of  the  whole  thickness  of  the  funis  with 
thread  or  silk  did. 

My  report  concerns  a  new  plan  of  procedure.  The  cord 
was  cut  off  flush  with  the  skin  of  the  umbilicus,  and  the  skin 
surfaces  were  joined.  With  a  scalpel  a  circular  incision  was 
made  at  the  junction  of  the  skin  of  the  infant  with  the  sheath 
of  the  cord;  gradually  the  incision  was  deepened  until  the 
vessels  were  approached ;  then  by  careful  dissection  the  vessels 
were  cleared  from  the  jelly  and  tied  separately ;  next  the  cord 
was  severed;  and  finally,  the  edges  of  the  skin  were  rawed 
and  united  together,  in  one  case  with  silkworm  gut,  and  in 
the  other  three  with  catgut.  The  time  required  for  the  opera- 
tion was  ten  minutes.  No  jaundice  occurred  in  any  of  the  in- 
fants, and  their  weights  were  well  maintained.  With  regard 
to  the  umbilicus,  there  was  in  these  cases  a  very  remarkable 
result,  as  compared  with  others.  On  the  fourth  day  in  each 
case  the  umbilical  stumps  were  quite  healed,  and  the  cicatrix 
was  already  retracted.  The  stumps  had  healed  like  ordinary 
surgical  wounds  kept  aseptic.  The  good  results  were  evidently 
due  to  the  complete  removal  of  all  the  dead  structures  and  to 
the  freshening  of  the  cutaneous  surfaces;  no  putrefactive 
changes  took  place,  and  the  surfaces  united  by  first  intention. 
At  first  it  seemed  that  there  might  be  apprehension  of  danger 
from  ligatures  so  near  the  umbilical  ring  slipping ;  but,  as  a 
matter  of  fact,  it  was  found  that  the  supporting  structures 
were  firmer  near  the  umbilicus  than  at  a  distance  from  it,  and 
there  was  actually  less  risk  of  slipping  and  consequent  haemor- 
rhage. 

All  the  other  procedures  left  pieces  of  funic  tissue  to  sepa- 
rate by  putrefaction,  and  the  process  of  cicatrization  was  appa- 
rently lengthened  rather  than  shortened.  It  was  certainly  re- 
markable that  none  of  the  infants  showed  jaundice. 

The  plan  certainly  gave  very  satisfactory  results,  for  to  ob- 
tain a  cicatrized  and  retracting  umbilical  scar  at  the  fourth  day 
was  something  worth  working  for.    The  great  objection  to  it 
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which  will  at  once  come  into  the  mind  of  the  general  practi- 
tioner is  the  length  of  time  it  requires  and  the  fact  that  it 
lakes  the  medical  attendant  away  from  the  mother  at  a  critical 
part  of  the  third  stage  of  labor.  The  second  difficulty  might 
be  got  over  by  clamping  the  cord  temporarily  and  treating 
it  surgically  after  the  third  stage  is  over;  and  the  first  objec- 
tion will,  of  course,  become  less  formidable  as  the  obstetrician 
acquires  skill  in  the  performance  of  the  necessary  manipula- 
tion. I  am  inclined  to  think  that  this  method  will  find  its 
greatest  usefulness  in  cases  in  which  at  previous  confinements 
there  was  evidence  of  umbilical  infection  of  the  new-born 
infant,  more  especially  when  such  infection  occurred  in  prema- 
turely born  infants,  in  whom  we  must  suppose  the  umbilical 
vessels  are  more  liable  to  remain  permeable  for  a  time.  I  do 
not  think  we  can  hope  that  it  will  yet  be  adopted  as  the  routine 
treatment  of  the  umbilical  cord,  but  I  trust  that  it  will  be 
found  useful  in  cases  where  infection  through  the  umbilicus 
is  dreaided,  and  by  obstetricians  who  are  dissatisfied  with  the 
ordinary  method  of  ligaturing  the  funis. 

*  >|C  * 

R.  J.  Johnstone,  M.D.: 

The  following  is  a  brief  history  of  a  case  of  chronic  inver- 
sion of  the  uterus.  Mrs.  M'C,  a  primipara.  aged  24  years,  was 
delivered  on  November  29th,  1908.  Labor  was  slow,  and 
forceps  were  used  to  complete  delivery.  The  expulsion  of 
the  placenta  gave  some  trouble,  and  was  followed  by  copious 
loss.  This  was  checked  by  hot  douches,  but  slight  haemor- 
rhage persisted  during  the  whole  of  the  puerperiimi,  and  a  pro- 
fuse bleediiiig  occurred  on  December  25th.  Other  symptoms 
were  obstinate  constipation,  and  a  "feeling  of  something* 
coming  down,"  which  was  only  present  during  micturition 
while  she  remained  in  bed,  but  became  constant  on  her  rising 
at  the  fourteenth  day. 

I  saw  her  on  December  26th.  She  was  very  anaemic,  and  on 
examination  presented  the  typical  signs  of  a  chronic  inversion 
of  the  uterus.  I'he  inverted  organ  was  about  the  size  and 
5hape  of  a  large  hetrs  egg,  and  was  soft  and  elastic  in  con- 
sistence. I  looked  for  the  orifices  of  the  Fallopian  tubes,  but 
failed  to  discover  them.  Attempts  at  taxis,  both  without  and 
with  an  anaesthetic,  made  no  impression  on  the  displacement. 

We  then  decided  to  try  repositors,  and  I  inserted  Tail's 
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largest  repositor  on  December  28th,  and  then,  as  no  effect 
had  been  produced,  on  the  next  day  I  tightened  up  the  elastic 
bands.  Two  days  later  the  cervix  was  reformed,  and  two  days 
later  still  the  apex  of  the  inversion  was  flush  with  the  external 
OS.  On  the  next  day  it  had  receded  within  the  widely  dilated 
Hrervix.  Wide  as  the  cervix  was,  Tait's  smallest  repositor 
could  only  have  been  inserted  into  it  with  considerable  difB- 
•culty.  I  contented  myself  therefore  with  putting  a  small  plug 
of  gauze  in  the  vagina.  On  removing  this  two  days  later,  eight 
-days  after  treatment  had  been  commenced,  the  uterus  could  be 
felt  bimanually  in  its  normal  position  and  completely  rein- 
verted. 
One  or  two  points  in  this  case  are  worthy  of  a  remark : 

1.  Unskilful. conduct  of  the  third  stage  has  been  often  as- 
rsigned  as  the  cause  of  this  accident.  The  method  employed 
in  this  case  was  a  combination  of  expression  and  gentle  trac- 
tion on  the  cord,  and  has  served  me  for  twenty  years,  during 
which  I  have  never  had  any  trouble.  If  undue  pressure  on  the 
fundus  or  traction  on  the  cord  are  the  causes. of  this  displace- 
ment, why  is  it  the  rarest  complication  of  midwifery?  Dr. 
Atthill  has  recently  revived  the  view  originally  taken  by  Crosse 
that  inversion  is  due  to  attachment  of  the  placenta  to  the  centre 
•of  the  fundus  and  on  examining  the  inverted  organ  in  this 
^ase  I  detected  a  rounded  area  about  as  large  as  a  halfpenny 
on  its  apex.  This  area  was  slightly  deeper  in  color  and  less 
.smooth  than  the  surrounding  mucous  membrane.  It  may  have 
represented  the  placental  site,  but,  on  the  other  hand,  it  may 
have  been  caused  by  inflammatory  changes  in  the  part  most 
•dependent  and  most  exposed. 

2.  It  is  worth  noting  that  the  accident  was  quite  unaccom- 
panied by  shock,  which  seems  to  be  regarded  as  a  constant 
rsymptom  by  all  but  the  most  recent  authorities. 

3.  The  last  point  to  which  I  wish  to  direct  attention  is 
in  connection  with  the  treatment  of  this  case.  The  classical 
method  of  using  repositors  is,  of  course,  to  begin  with  the 
largest  size  and  to  end  with  the  smallest,  which  is  introduced 
into  the  cavity  of  the  uterus,  and  remains  there  until  reduction 
is  effected,  whereupon  it  is  recovered,  often  with  considerable 
<lifficulty,  if  one  may  judge  by  reports.  It  will  be  noticed  that 
in  this  case,  as  it  was  not  easy  to  introduce  the  smallest  re- 

:positor  into  the  cervix,  it  was  dispensed  with  altogether.    This 


Digitized  by 


Google 


4/8  Current  Comment. 

was  done  advisedly  and  on  the  following  line  of  reasoning  r 
Inversion  occurs  while  the  cervix  is  stretched  and  its  muscular 
fibres  paralyzed.  If  the  iundus  be  not  reduced  before  this 
paralysis  has  been  recovered  from,  the  restoration  of  tone 
to  the  cervical  muscular  fibres  effectually  closes  the  cervical 
canal  against  the  return  of  the  uterine  body,  and  this  re- 
sistance can  only  be  overcome  by  continuous  elastic  pressure,, 
as  with  the  rcpositor,  or  by  forcible  dilatation  or  section.  But 
once  the  apex  of  the  inverted  uterus  has  come  within  the  cervix 
the  tone  of  the  cervical  muscle  fibres,  which  has  been  over- 
come but  by  no  means  abolished  by  the  pressure  of  the  re- 
positor,  bars  the  way  against  subsequent  extrusion  of  the 
fundus,  and  the  effect  of  the  muscular  contraction  of  the  con- 
taining shell  of  uterus  on  the  contained  partially  inverted- 
fundus  mus*  be  to  drive  it  upwards  and  to  rein  vert  it.  Cases 
of  inversion  due  to  tumor  stand  in  a  different  category. 

The  practical  point  which  I  wish  to  make  is  that  in  reduc- 
ing inversion  by  means  of  repositors  there  is,  on  my  theory,, 
no  need  to  use  an  intrauterine  instrument,  troublesome  to 
introduce  and  to  withdraw.  I  suggest  that  when  the  fundus 
has  been  reduced  within  the  external  os  the  use  of  repositors 
may  be  discontinued,  and  the  uterus  will  rein  vert  itself,  like  an 
indiarubber  cup,  turned  not  quite  half  inside  out.  I  am  well 
aware  that  one  case  is  quite  insufficient  to  base  a  theory  upon, 
but  I  think  my  suggestion  is  at  least  plausible,  and  I  would  ask 
those  who  may  have  an  opportunity  of  testing  its  value  to  do- 
so.  The  experiment  can  do  no  harm,  and  if  it  does  not  succeed 
one  can  still  fall  back  on  an  intrauterine  repositor  and  recover 
it  afterwards  by  means  of  ''elastic  bands  fastened  to  the  foot 

o'f  the  bed." 

*        *        ♦ 

Otis  Marshall,  M.D.: 

I  want  to  report  a  case  of  external  accidental  hemorrhage 
in  a  case  of  normally  situated  placenta.  By  accidental  hemor- 
rhage, I  mean  hemorrhage  due  to  the  detachment  of  a  normally 
seated  placenta. 

During  February  I  was  called  in  to  a  supposed  case  of 
premature  labor.  I  found  a  multipara  with  a  previously  good 
history.  Examination  showed  slight  contractions  of  uterus 
and  pains  far  apart.  Cervix  patulous  but  very  little  dilatation. 
She  was  told  that  she  was  not  in  true  labor  and  that  she  wouldl 
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be  seen  later  in  the  day.  Three  hours  later  I  was  called  back. 
Found  patient  very  nervous  and  her  mind  fully  made  up  that 
she  was  going  to  expel  the  fetus.  She  had  assumed  the  knee- 
chest  position  and  was  forcibly  bearing  down.  I  went  over  to 
quiet  her  but  at  this  time  I  noticed  a  severe  hemorrhage  from 
the  vagina.  Hurried  examination  showed  hemorrhage  from 
within  uterus  and  cervix  dilated  sufficient  to  put  in  one  finger. 
Placenta  could 'not  be  felt  and  membranes  were  intact.  In  the 
meantime  she  lost  considerable  blood. 

The  treatment  consisted  of :  first,  checking  of  hemorrhage ; 
second,  induction  of  labor.  If  the' uterus  is  healthy  and  we 
prevent  the  blood,  which  is  being  poured  out  from  behind  the 
placenta,  from  escaping  out  of  the  uterus  the  pressure  inside 
will  become  equal  to  the  blood  pressure  and  hemorrhage  will 
cease.  We  can  be  assured  that  the  uterus  is  healthy  if  the 
physical  look  of  hemorrhage  is  good  and  the  fact  of  its  being 
external.  ITie  vagina  was  immediately  tightly  plugged  with 
tampons.  This  did  two  things — ^practically  it  stopped  hemor- 
rhage, and  brought  on  labor.  This  coming  on  gradually  did 
not  increase  shock  from  which  patient  was  already  suffering, 
but,  on  the  contrary,  allowed  her  time  to  rally  from  the  col- 
lapse caused  by  loss  of  blood.  The  patient  was  left  in  bed 
for  two  hours.  Then  with  assistance  from  another  physician 
she  was  given  an  anaesthetic.  Packing  was  removed  and  cervix 
found  to  be  dilated  the  size  of  a  standard  watch.  Further 
dilatation  was  rapidly  made  with  hand,  and  the  membranes 
ruptured.  Forceps  were  applied,  and  fetus  delivered  but  soon 
died.  Placenta  was  taken  and  uterus  massaged.  Patient  put 
to  bed  and  given  a  dose  of  ergot  (hypodermically).  Later 
gave  stimulants  and  small  doses  of  ergot.  Patient  recovered 
in  the  usual  time,  about  two  weeks. 

*         *         ♦ 

J.  Curtis  Webb,  M.D. : 

I  believe  that  true  Dysmenorrhoea,  whether  in  virgins  or 
married  women,  arises  through  nerve  causes:  that  from  the 
consequences  of  some  illness,  from  anaemia,  from  overwork, 
worry,  or,  perhaps,  from  a  condition  of  the  general  nervous 
system,  normally  prone  to  over-excitability  or  want  of  balance, 
the  nervous  mechanism  of  the  patient  is  functionally  upset,  and 
the  generative  organs  are  among  the  first  to  feel  the  strain, 
and  a  tropho  neurosis  is  set  up,  giving  rise  to  a  spasm  of  the 
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uterine  muscular  fibre  at  the  time  of  the  period.  What  is  re- 
quired, therefore,  for  a  rational  plan  of  treatment  is  to  co- 
ordinate these  irregular  spasmodic  uterine  contractions,  and  to 
adopt  some  method  that  will  stimulate  this  centre  to  full 
function. 

I  know  that  to  many  gynecologists  the  mere  mention  of 
electricity  is  "anathema" ;  but  I  can  assure  any  practitioner  who 
has  to  deal  with  cases  of  true  dysmenorrhoea  that  if  they  will 
try  the  constant  current  in  conjunction,  if  possible,  with  the 
static  wave  current  in  the  manner  that  I  will  describe,  they  will 
find  that  they  will  often  obtain  the  most  gratifying  results.  I 
am  certainly  not  going  so  far  as  to  say  that  all  cases  will  yield 
to  this  treatment  any  more  than  to  any  other,  but  (especially 
in  the  case  of  unmarried  g^irls)  there  is  a  natural  and  proper 
repugnance  to  any  direct  uterine  manipulations,  and  it  is  well 
wlorth  trying  to  relieve  the  intense  pains  that  so  many  girls 
suiTer  at  the  times  of  the  menses,  when  the  attempt  can  be 
made  without  outrage  to  their  feelings. 

The  method  that  has  given  me  so  much  satisfactory  results 
on  the  whole  that  I  think  it  worth  bringing  before  the  profes- 
sion is  as  follows: 

I  first  apply  the  wave  current  from  the  negative  side  of 
a  static  machine  by  means  of  a  long  metal  electrode  inserted 
into  the  rectum  and  pushed  well  forward  4n  apposition  with 
the  posterior  wall  of  the  uterus.  This  procedure  is  perfectly 
painless — ^indeed,  it  is  hardly  uncomfortable — and  treatment 
lasts  for  from  ten  to  twenty  minutes.  I  next  apply  the  constant 
current,  and  here  the  method  varies  according  as  one  is  treat- 
ing a  virgin  or  a  married  woman. 

In  the  former  case  two  large  copper  electrodes  (8  by  5 
inches)  are  placed  one  over  the  abdomen  and  the  other  over 
the  lower  lumbar  region,  with  four  thicknesses  of  moist  Gam- 
gee  tissue  between  them  and  the  skin,  and  a  current  of  from 
20  to  60  milliamperes  passed  for  ten  to  fifteen  minutes.  Three 
treatments  a  week  for  one  or  two  inter-menstrual  periods  will 
often  entirely  relieve  the  pain  for  many  months,  and,  should 
there  be  any  return,  one  or  two  treatments  just  before  a  period 
will  be  sufficient.  In  the  case  of  a  married  woman,  after  em- 
ploying the  static  wave,  I  apply  the  constant  current  by  means 
of  the  same  two  abdomino-dorsal  electrodes,  only  that  now 
both  are  connected  to  the  same  pole  of  the  source  of  current — 
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usually  the  positive — while  the  negative  pole  is  attached  to  a 
suitable  electrode,  which  is  passed  into  the  uterine  cavity.  In 
these  cases  a  current  of  10  to  30  milliamperes  for  ten  minutes 
three  times  a  week  will  in  nearly  all  cases  give  relief. 

I  trust  that  a  fair  measure  of  success  in  my  own  practice 
in  relieving  this  most  common  cause  of  suffering  will  be  con- 
sidered a  sufficient  reason  for  advocating  a  form  of  treatment, 
not  usualy  favored  by  gynecologists. 

*        m        * 

Robert  W.  Stewart,  M.D. : 

One  of  the  greatest  dr^iwbacks  to  a  successful  application 
of  the  forceps  comes  from  making  the  effort  upon  any  of  the 
ordinary  beds.  They  are  too  low,  or  the  mattress  sinks  below 
the  sides,  a  matter  so  apparent  as  to  require  no  further  argu- 
ment. A  finn,  strong,  kitchen  table,  suitably  protected  by  pads, 
sheets  and  a  Kelly  pad,  will  enable  the  operator  not  only  to 
see  everything  that  is  to  be  done,  but  will  give  him  the  com- 
mand of  the  situation,  which  is  almost  essential  to  success. 

ir   ir   ir 

Book  Hemetos. 

A  Text-Book  of  Obstetrics.  By  Barton  Cooke  Hirst.  M.D.,  Pro- 
fessor of  Obstetrics  in  the  University  of  Pennsylvania.  Fifth  Editioti, 
revised  and  enlarged.  767  illustrations,  40  in  colors.  London  and 
Philadelphia:  W.  B.  Saunders  Company. 

The  fifth  edition  of  Hirst's  Obstetrics  is  along  the  general 
lines  that  have  characterized  the  earlier  editions  with  careful 
revision  and  incorporation  of  such  new  material  as  to  the 
author  seemed  clearly  established.  The  needs  of  the  student 
and  practitioner  have  been  kept  in  mind  with  a  view  of  prepar- 
ing them  for  the  responsibilities  involved  in  obstetric  practice. 
New  additions  on  the  subject  of  gestational  toxaemia  and 
puerperal  infection  are  noteworthy  changes  in  this  edition. 

Tumors  Innocent  and  Malignant.  By  J.  Bland-Sutton,  FR.C.S., 
Surgeon  to  and  Memher  of  the  Cancer  Committee  of  the  Middlesex 
Hospital.  Fburth  Edition,  with  355  engravings.  Chicago:  W.  T. 
Keener  &  Co. 

Since  the  last  edition  of  Bland-Sutton,  whose  contributions 
in  this  department  have  been  regarded  in  the  light  of  a  medical 
classic,  such  a  large  amount  of  work  has  been  carried  on  con- 
cerning the  histology  of  tumors,  investigations  regarding  new 
growths  as  well  as  organized  efforts  to  detect  the  causative 
agent  of  cancer,  that  the  author  decided  to  produce  another 
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edition.  On  the  subject  of  cancer  the  author  has  included 
**the  prevailing  but  unreconcilable  views  held  by  competent 
men  in  regard  to  its  origin ;"  some  new  observations  have  been 
collected  regarding  tumors  of  the  ovary  and  the  testicle  which 
fifty-five  new  illustrations  add  one  hundred  pages  of  new 
matter  to  the  work. 

The  Principles  and  Practice  of  Modern  Surgery.  By  Roswell  Park, 
A  M.,  M.D.,  LL.D.     Philadelphia  and  New  York :  Lea  Brothers. 

The  author,  with  an  apology  for  entering  a  field  of  surgical 
literature  already  so  richly  endowed,  nevertheless  makes  his 
cause  good  by  placing  before  the  medical  public  the  net  results, 
to  the  limit  of  his  ability,  the  observations  and  experiences 
extending  over  many  years  as  a  teacher  and  surgeon.  The 
effort  has  been  to  place  before  the  student  and  practitioner 
instruction  from  the  beginning  through  to  operative  and  post- 
operative treatment.  It  would  be  difficult  in  such  a  review  to 
do  justice  to  the  crowning  achievement  of  one  of  America's 
greatest  surgeons  except  to  pass  upon  its  superior  excellence 
in  every  detail.  Roswell  Park,  by  his  writings  and  practical 
work,  is  known  so  favorably  and  thoroughly  that  this  product 
of  his  pen  needs  but  to  be  mentioned  to  assure  its  cordial  wel- 
come and  grateful  reception  by  his  fellow  workers  in  the 
profession.  His  method  is  plain,  practical  and  direct  so  that 
student,  clinician  and  surgeon  will  find  a  thorough,  practical 
exposition  of  the  principles  and  practice  of  surgery  in  this 
volume. 

A  Manual  of  Operative  Surgery.  By  Sir  Frederick  Treves.  Ban., 
Sergeant-Surgeon  to  H.  M.  the  King,  and  Jonathan  Hutchinson^ 
F.R.C.S.  Volume  i.  Third  Edition,  with  new  colored  plater  and 
many  new  illustrations  in  the  text.  Philadelphia  and  New  York : 
Lea  &  Febiger,  1909. 

In  these  days  of  extreme  activities  the  busy  surgeons  seem 
not  to  have  the  time  at  their  disposal  to  produce  any  extensive 
treatises  on  the  subject  of  surgery,  the  custom  becoming  more 
and  more  prevalent  of  producing  a  collaborated  work  by  a 
number  of  contributors.  Though  each  contributor  may  be  a 
specialist  in  a  particular  field,  tfie  work  as  a  whole  lacks  the 
continuity  and  homogenility  of  one  by  a  single  author.  Treves' 
Surgey  very  characteristically  illustrates  the  above  contention 
in  demonstrating  the  greater  usefulness  of  a  work  which  re- 
flects the  author's  surgical  personality  and  illumines  each  sub- 
ject with  the  knowledge  and  technique  of  a  practical  operator. 
Volume  one  is  divided  into  two  parts :  ist.  General  Principles, 
Preparation  of  the  patient,  operating  room,  instruments,  ele- 
ments of  operating;  2d,  Abdominal  Surgery,  including  opera- 
tions upon  all  of  the  abdominal  viscera  and  the  contents  of  the 
female  pelvis.  In  addition  there  are  chapters  devoted  to  the 
surgery  of  the  kidney,  bladder,  prostate  and  penis,  concluding 
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with  operative  treatment  of  diseases  of  the  rectum.  In  each 
instance  the  author's  preference  is  indicated  for  each  operative 
procedure,  full  credit  being  given  to  the  work  of  other  sur- 
geons. The  third  edition,  which  has  been  thoroughly  revised 
by  Jonathan  Hutchinson,  deserves  the  popularity  of  an  excel- 
lent work  by  reason  of  its  own  excellence,  as  well  as  the  great 
•esteem  with  which  we  regard  its  distinguished  author.  The 
publishers  have  provided  a  handsome  setting  in  binding,  paper 
and  illustrations. 

*    4*    'i' 


^[ranslattons. 


Vaginal  Thrombosis  in  Pregnancy.  —  Funck  -  Brentano 
(Comptes  Rendus  de  la  Soc.  d'Obstet,  de  Gynes.  et  de  Pediat. 
de  Paris)  reports  a  case  where  a  single  woman,  aged  22,  be- 
came pregnant  for  the  first  time.  Gestation,  closely  observed 
in  the  later  months,  proceeded  normally ;  but  one  day  very  near 
term  the  patient  felt  something  coming  out  of  the  vulva  when 
she  was  raising  the  leg  of  a  heavy  table  to  disengage  the  comer 
of  a  tablecloth.  She  declared  that  she  had  not  strained  herself 
before  during  the  pregnancy,  and  that  the  last  coitust  was  in  the 
third  month.  The  patient  was  sent  into  a  lying-in  hospital* 
as  it  was  suspected  that  the  head  of  the  child  presented. 
Funck-Brentano  found  that  an  oval  pedunculated  body,  of 
the  size  of  a  hen's  egg,  projected  from  the  vulva.  It  some- 
what resembled  a  loop  of  strangulated  intestine,  and  blood 
oozed  from  its  surface.  The  pedicle  was  short,  but  very  dis- 
tinct ;  it  consisted  of  a  fold  of  vaginal  mucosa  attached  over  an 
area  13^  inches  in  diameter  to  the  posterior  column  of  the 
vagina,  coming  down  at  its  lowest  point  to  within  }i  inch  from 
the  fourchette.  When  it  protruded  it  made  a  retrocele,  which 
disappeared  when  it  was  reduced.  The  patient  had  varices 
of  the  labia  and  both  lower  extremities.  The  tumor  was  re- 
moved by  division  of  the  pedicle  close  to  its  attachment,  a  small 
artery  was  divided  and  ligatured.  Labor  set  in  five  days 
later,  and  ended  spontaneously. 

The  tumor  was  examined  under  the  microscope,  and  was  re- 
ported to  be  a  collection  of  blood  amidst  a  varicose  plexus  of 
veins  in  the  substance  of  the  vaginal  mucosa.  Brindeau  de- 
scribed in  1903  a  case  where  a  pedunculated  thrombus  of  the 
size  of  a  cherry  was  detected  two  days  after  a  normal  labor. 
It  was  attached  to  the  posterior  column  of  the  vagina,  and 
in  consistence  resembled  a  testicle.  It  was  removed,  and  had 
most  probably  developed  before  labor.  In  all  other  recorded 
cases  of  vaginal  thrombus  associated  with  pregnancy  the  tumor 
made  its  appearance  in  the  later  months  of  pregnancy.  In  12 
out  of  14  cases  the  patients  were  primiparae,  and  in  2  secundi- 
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parae;  thus  this  tumor  has  never  been  observed  in  multiparae, 
and,  besides,  the  patients  were  nearly  all  young,  only  3  being 
over  24  years  old.  In  8  cases,  at  least,  there  were  adjacent  vari- 
ces, and  in  only  i  was  it  specified  that  this  complication  was 
entirely  absent.  After  the  reading  of  Funck-Brentano's  report 
there  was  scMne  discussion  as  to  whether  the  term  **thrombus'* 
was  correct. 

Fibroids  and  Pregnancy. — Bossi  {La  Ginecolog,  Mod,)  pub- 
lishes some  cases  illustrating  some  of  the  complications  and 
dangers  associated  with  pregnancy  and  labor  in  the  presence 
of  fibroids.  From  a  consideration  of  these  and  other  cases 
he  feels  justified  in  the  following  conclusions.  As  a  general 
guide  to  conduct  in  these  cases  one  ought,  as  far  as  possible, 
to  preserve  the  powers  of  procreation  and  their  respective  or- 
gans, not  blindly,  but  with  scrupulous  and  careful  consideration 
of  the  merits  in  each  individual  case.  Care  should  be  taken 
to  note  whether  pregnancy  unduly  accelerates  the  growth  of 
the  fibroid  so  as  to  indicate  the  necessity  of  induced  labor.  If  it 
is  decided  to  let  the  pregnancy  go  on,  special  attention  should 
be  paid  to  the  circulatory,  urinary  and  hepatic  systems. 

The  question  whether  pregnancy  should  be  allowed  to  go 
to  full  term  or  interrupted  at  some  period  short  of  that,  but 
permitting  a  living  child,  must  be  determined  by  the  judgment 
of  the  medical  man.  The  presence  of  a  fibroid  need  not  con- 
demn a  woman  to  sterility  either  natural  or  forced,  and  caeteris 
paribus  one  ought  to  encourage  rather  than  disparage  fecunda- 
tion in  these  cases.  In  many  cases  fibroids  do  not  interfere 
in  any  way  with  the  normal  progress  of  a  pregnancy,  in  others 
a  viable  premature  child  may  be  obtained  and  satisfactorily 
reared,  and  further,  gestation  seems  in  some  cases  to  indirectly 
prove  useful  in  the  cure  of  a  fibroid,  for  this  shares  in  the 
general  uterine  involution  which  occurs  in  the  puerperium, 
and  sometimes  to  such  an  extent  that  subsequent  pregnancy 
may  occur  without  danger.  On  the  other  hand,  sterility  im- 
doubtedly  favors  the  development  of  uterine  fibroids. 

Premature  Rupture  of  Membranes. — H.  Peters  (Medisin, 
Klin,)  has  designed  a  metreurynter  which  is  combined  with  a 
tube  for  filling  up  the  uterus  in  cases  in  which  the  membranes 
have  ruptured  prematurely  and  it  is  desired  to  retain  the  power 
of  performing  external  version  if  that  operation  should  be 
required  later  in  the  case.  After  laying  before  the  Dresden 
Gynaecological  Congress  an  account  of  his  metreurynter  the 
author  foimd  that  a  somewhat  similar  instnunent  had  been  al- 
ready constructed  by  Bauer,  of  Stettin.  Peters's  metreurynter 
differs  from  Bauer's  in  that  the  tube  for  filling  up  the  uterus 
is  close  to  the  tube  for  filling  the  metreurynter  instead  of  very 
much  to  one  side ;  the  top  of  the  filling-up  tube  projects  above 
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the  top  of  the  expanded  metreurynter,  instead  of  being  level 
with  it,  and  Peters  dispenses  with  a  valve  inside  the  filling-up 
tube,  which  is  intended  to  prevent  the  fluid  from  flowing  back 
out  of  the  uterus,  an  object  which  can  be  more  simply  attained 
by  clamping  the  tube  outside  the  vulva  after  the  process  of 
mjecting  fluid  into  the  uterus  is  completed. 

The  metreurynter  is  for  use  in  cases  which  the  membranes 
have  ruptured  prematurely,  the  cervix  being  still  present,  and 
sufficiently  dilated  to  admit  one,  or  at  most  two,  fingers,  when- 
ever version  is  either  immediately  indicated  or  when  it  seems 
likely  to  be  needed  later,  as  in  cases  complicated  by  narrowed 
pelvis  or  oblique  or  transverse  presentations.  The  filling  of 
the  uterus  should  also  be  of  advantage  in  prolapse  of  the  cord 
or  prolapse  of  the  arm.  The  operation  should  obviously  only 
be  undertaken  when  there  is  a  possibility  of  a  living  child 
being  born,  and  it  is,  therefore,  contraindicated  where  the 
conjugate  is  under  8  cm.  If  the  cervix  is  not  dilated  to  admit 
one  finger,  dilatation  to  the  required  extent  is  carried  out  by 
Hegar's  dilators.  The  metreurynter  is  introduced  after  being 
boiled  for  ten  to  twenty  minutes ;  in  order  to  prevent  air  being 
carried  into  the  uterus  the  tube  for  fiUing  the  uterus  is  con- 
nected beforehand  with  a  Potain's  pressure  flask  or  a  syringe 
filled  with  sterilized  water  or  salt  solution,  and  the  water  flows 
through  the  tube  as  the  metreurynter  is  introduced.  The  tube 
is  then  clamped  and  the  dilatation  of  the  metreurynter  with 
I  per  cent,  lysoform  solution  undertaken.  When  this  is  com- 
pleted the  clamp  is  removed  from  the  first  tube  and  the  fluid 
gradually  injected  into  the  uterus.  There  is  a  certain  danger 
of  separation  of  the  lower  edge  of  the  placenta,  and  as  a  pre- 
cautionary measure  a  few  drops  of  fluid  are  allowed  to  retuni 
through  the  tube  during  the  process  of  filling,  and  a  little 
time  after  it  is  completed  in  order  to  ascertain  that  haemor- 
rhage is  not  occurring. 

In  the  cases  in  which  the  method  has  been  employed  it  is 
found  that  from  400  to  500  grams  of  fluid  can  be  injected  into 
the  cavity  of  the  uterus,  and  this  is  enough  to  restore  the  power 
of  performing  external  version.  The  dilated  metreurynter 
forms  an  efficient  tampon  to  prevent  the  escape  of  the  fluid, 
and  the  operator  can  either  perform  version  at  once  or  can  post- 
pone any  operative  measure  until  dilatation  of  the  cervix  has 
proceeded  to  the  required  extent  or  until  the  metreurynter  is 
expelled.  The  metreurynter  should  not  be  left  in  position  for 
longer  than  twelve  hours,  and  should  after  this  time,  if  neces- 
sary, be  replaced ;  this  is,  however,  only  necessary  in  the  rarest 
cases,  for  as  a  rule  adequate  labor  pains  set  in  after  from  three 
to  four  hours,  and  the  desired  result  quickly  follows.  Where 
such  a  procedure  is  adopted  the  fetus  is  spared  the  harmful 
effects  of  the  long-continued  pressure  of  the  uterine  wall  in 
protracted  labor,  and  it  is  therefore  to  be  hoped  that  the  prog- 
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Jiosis  for  the  child  may  become  decidedly  more  favorable.  The 
author  has  only  once  had  occasion  to  use  his  instrument  in  a 
case  of  narrowed  pelvis,  in  which  it  appeared  likely  that  ver- 
sion might  be  required;  delivery,  however,  followed  sponta- 
neously, and  the  case  was  therefore  inconclusive.  Bucura 
made  use  of  the  procedure  in  three  cases,  and  warmly  recom- 
mended it — the  movability  of  the  fetus  within  the  uterus  was 
found  to  be  markedly  increased  after  filling  the  uterus.  In  one 
case  there  was  a  certain  amount  of  separation  of  the  lower  edge 
of  the  placenta,  causing  haemorrhage.  In  this  case  version  was 
successfully  performed,  but  owing  to  rigidity  of  the  vagina 
and  extension  of  the  arms  above  the  head  delivery  was  diffi- 
cult, and  the  child  died  as  a  result  of  the  injuries  it  received 
during  delivery.  Ihe  author  warmly  recommends  the  pro- 
cedure in  the  sort  of  case  indicated  in  this  article. 

Retroversion  of  the  Uterus. — P.  Strassmann  (Berl.  klin. 
Woch.)  states  that  the  estimate  that  over  50,000  women  in 
Greater  Berlin  suffer  from  retroversion  of  the  uterus  is  not 
exaggerated.  It  is,  however,  questionable  whether  such  a 
common  condition  can  really  be  described  as  pathological.  As 
far  as  is  known,  retroversion  does  not  occur  in  the  lower  ani- 
mals. That  this  is  in  part  due  to  the  upright  position  of  th*". 
human  being  is  certain,  but  it  appears  also  to  be  due  to  the 
fact  that  women  have  wider  pelves  than  other  female  animals, 
and  the  possibility  of  backward  displacements  are  greater  in 
the  former  than  in  the  latter.  True,  such  animals  as  apes 
have  not  been  subjected  to  minute  examination,  which  would 
be  necessary  to  determine  whether  the  uterus  is  at  times  tilted 
backwards. 

Strassmann  points  out  that  all  abdominal  organs  have  a  dor- 
sal convexity  and  a  ventral  concavity.  Each  organ  develops 
with  a  flexion  forwards.  In  the  upright  position  the  fundus 
is  normally  lower  than  the  os.  In  the  cadaver  the  ligaments 
are  slackened,  and  the  uterus  is  found  to  have  sunk  backwards 
on  opening  the  abdomen.'  A  sudden  misplacement  never  takes 
place.  Even  when  the  trauma  is  severe  enough  to  rupture 
the  bladder  or  to  dislocate  a  kidney,  the  uterus  remains  un- 
touched. It  may  be  considered  to  be  the  most  protected 
organ  in  the  whole  body.  Retroversion  and  retroflexion,  which 
is  merely  another  manifestation  of  a  less  pronounced  degree 
of  the  same  condition,  either  arises  as  a  congenital  defect  or 
the  false  position  is  gradually  acquired.  The  congenital  dis- 
placement is  present  in  about  one-sixth  of  all  the  cases.  In  tho 
first  place,  Strassmann  mentions  a  distended  bladder  as  a  cause 
of  acquired  displacement. 

The  next  contributing  cause  is  overloading  of  the  rectum. 
This  levers  the  cervix  forwards,  and  combined  with  the  back- 
ward pressure  of  a  full  bladder,  which  acts  on  the  fundus. 
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the  uterus  is  tilted  backwards.  These  two  factors  are  espe- 
<ually  active  in  lying-in  women.  The  fact  that  the  abdomen 
has  emptied  itself  of  from  5  to  6  kilogs.  (the  weight  of  the 
fetus,  placenta,  and  liquor  amnii)  explains  the  absence  of 
desire  to  pass  water  or  to  empty  the  rectum.  If  no  aperient  is 
^iven,  the  lying-in  woman  does  not  h^ve  a  motion  imtil  the 
sixth  or  seventh  day  post  partum.  The  ligaments,  and  espe- 
cially the  two  round  ligaments,  hold  the  uterus  in  its  normal 
antettected  position  when  other  causes  tend  to-disturb  this  posi- 
tion. A  weakening  of  these  ligaments  must,  therefore,  be  fol- 
lowed by  a  failure  of  natural  reposition  when  the  bladder  re- 
mains full  or  when  constipation  continues  for  some  time.  The 
•condition  of  the  floor  of  the  pelvis,  and  the  weight  of  the  organ 
when  involution  takes  place  slowly  or  incompletely  also  play 
an  important  role  in  the  genesis  of  retroflexion  and  retrover- 
sion. 

Other  contributory  causes  are  also  n^entioned.  The  author 
then  discusses  the  results  of  the  displacements.  It  is  a  mis- 
take to  consider  that  the  uterus  alone  is  turned  back.  The 
broad  ligament  are  thrown  out  of  position  with  the  uterus,  and 
many  of  the  complaints  are  probably  due  to  this.  The  first 
result  is  that  the  vessels  become  twisted,  and  although  the  arte- 
ries scarcely  suffer  in  their  elasticity,  the  veins  become  altered 
and  a  varicose  condition  of  the  ligament  results.  In  response  to 
the  venous  obstruction,  the  uterus  becomes  congested.  The 
posterior  lip  becomes  thickened  and  bluish,  and  not  infre- 
quently shows  an  erosipn.  Menstruation  becomes  profuse  and 
a  catarrhal  endometritis  develops.  Pain  arises  from  the  efforts 
on  the  part  of  the  uterus  to  empty  its  contents  against  the 
laws  of  gravity.  The  displacement  of  the  ovaries  is  also  im- 
portant. Follicular  hematoma  arises,  and  eventually  may  lead 
to  adhesions.  Small  cystic  degeneration  of  the  ovaries  is  not 
an  infrequent  find  in  these  cases.  The  capability  of  conception 
and  of  carrying  the  fetus  is  often  disturbed.  Women  with  re- 
troverted  uteri  may  conceive,  and  some  of  these  can  pass 
naturally  through  the  course  of  pregnancy.  Many  women 
under  these  conditions,  however,  are  sterile,  and  it  "is  within 
Strassmann's  experience  that  women  have  objected  to  have  the 
retroversion  reduced,  because  they  preferred  to  remain  sterile. 
In  Java  midwives  at  times  press  the  uterus  into  a  retro- 
verted  position  after  delivery,  in  order  to  produce  sterility. 
This  may  lead  to  severe  and  even  fatal  inflammation.  Next 
he  deals  with  the  retroflexion  of  the  bladder,  which  follows 
upon  that  of  the  uterus.  After  dealing  with  various  symptoms 
which  are  met  with  in  connection  with  displacements  he  pro- 
ceeds to  discuss  the  treatment.  In  cases  in  which  spontaneous 
correction  of  the  malposition  has  taken  place  in  pregnancy 
it  is  wise  to  assist  matters  by  giving  ergot  of  rye  after  delivery 
or  abortion.    When  the  retroversion  is  due  to  posterior  adhe- 
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sions  following  a  gonorrhoea!  or  other  inflammatory  affection 
of  the  tubes,  it  would  be  bad  gynaecology  to  attempt  a  reposi- 
tion, and  at  all  events  during  the  early  stages,  no  attempts  to 
deal  with  the  displacement  may  be  made.  There  is,  further,  no 
need  to  interfere  with  retroversion  in  old  women. 

Pessaries  may  be  applied  after  replacement  in  suitable  cases; 
and  Strassmann  believes  that,  provided  no  deep  tears  in  the 
cervix  and  no  unrepaired  perineal  rupture  are  present,  a  case 
of  retroversion  taken  early  may  be  cured  in  one  year  by  a  ring. 
He  prefers  zinc  rings  to  the  soft  rubber  pessaries.  Thomas's 
and  S-shaped  pessaries  are  also  useful  in  some  cases.  When  a 
misplaced  uterus  has  g^ven  rise  to  symptoms  which  do  not 
yield  to  conservative  dietetic  and  balneotherapeutic  means, 
operative  treatment  should  be  adopted.  Even  replaceable  mis- 
placements may  with  justification  be  fixed  in  the  anteverted 
position  operatively.  Ventrifixation  yields  excellent  results,  h 
forms  a  certain  method  of  curing  the  condition,  and  does  not 
disturb  a  subsequent  pregnancy.  The  operation  called  **Alex- 
ander-Adams's,''  which  consists  in  shortening  and  suturing  the 
round  ligament  in  the  inguinal  canal,  can  also  be  utilized  for 
the  condition,  and  leads  to  good  results.  It  is  especially  useful 
when  a  rupture  has  to  be  operated  on,  as  the  two  conditions 
can  be  cured  at  the  same  time,  and  two  instruments  can  be  dis- 
posed of.  When  adhesions  are  present  the  operation  is  of  no 
use.  With  regard  to  vaginofixation,  he  points  out  that  disturb- 
ances in  pregnancy  of  a  serious  nature  have  arisen,  and  he 
concludes  that  the  method  cannot  be  recommended.  Prophy- 
lactically,  he  advises  regulation  of  the  evacuations,  especially 
before  and  during  menstruation.  Recent  displacements  should 
be  detected  early,  and  this  implies  an  examination  after  every* 
case  of  lying-in  before  the  patient  is  discharged  as  well. 

Treatment  of  Placenta  Praevia  and  Eclampsia. — The  treat- 
ment of  placenta  praevia  and  eclampsia  consists  in  delivering 
the  patient  as  rapidly  as  possible.  In  the  case  of  the  former, 
the  woman  runs  a  risk  of  death  from  haemorrhage  until  the 
birth  is  completed,  and  the  child's  life  is  endangered  the  longei 
the  process  of  birth  lasts.  In  the  case  of  eclampsia,  it  has  been 
shown  that  in  from  60  to  80  per  cent,  of  the  cases  the  fits  cease 
after  delivery.  No  difference  appears  to  exist  whether  the 
birth  is  spontaneous  or  artificial.  K.  Baisch  (Muench.  mcd. 
IVoch. )  states  that  it  is  only  logical  to  deliver  the  patient  im- 
jnediajtely  after  the  first  eclamptic  fit. 

According  to  Bumm,  the  mortality  of  women  delivered  im- 
mediately after  the  first  fit  is  2j4  per  cent.  The  difficulty,  how- 
ever, which  presents  itself  is  that  the  os  uteri  and  cervix  are 
closed,  and  that  in  the  majority  of  cases  these  have  never 
been  previously  dilated,  since  the  patients  are  usually  primi- 
parae. 
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Baisch  considers  that  accouchement  force  by  means  of  com- 
bined version  and  extraction,  dilatation  with  the  bag  or  with 
Bossies  dilator,  is  unjustifiable,  as  the  interference  may  be 
more  dangerous  than  the  eclampsia  itself.  Mueller's  bag  is 
safer  than  Bossies  instrument,  but  the  two  may  be  combined  by 
applying  the  bag  first  with  moderate  traction,  and  when  the 
cervical  canal  is  dilated  enough  Bossi*s  dilator  may  open  the 
canal  sufficiently  to  allow  of  version  and  extraction,  forceps 
delivery  or  perforation.  Even  under  the  most  favorable  cir- 
cumstances, however,  these  methods  scarcely  yield  better  re- 
sults than  an  expectant  treatment,  since  valuable  time  is 
always  lost.  He  therefore  comes  to  the  conclusion  that  no 
satisfactory  method  exists  which  permits  of  a  safe  non-opera- 
tive deliver)'  of  the  eclamptic  woman. 

With  regard  to  placenta  praevia,  combined  version  by  the 
method  of  Braxton  Hicks  has  for  many  years  been  the  standard 
treatment.  The  condition  differ  from  those  applying  in 
eclampsia.  The  greater  the  danger  for  the  mother,  the  less 
may  the  condition  of  the  fetus  be  taken  into  account.  In 
eclampsia  the  maternal  mortality  of  about  30  per  cent,  renders 
it  necessary  to  neglect  the  child.  The  infantile  mortality  in 
eclampsia  is  from  20  to  25  per  cent.  The  maternal  mortality 
in  placenta  praevia  is  less  than  10  per  cent.  This  mortality 
although  high  is  not  so  high  that  the  child's  life  need  be 
neglected.  By  Braxton  Hick's  method,  from  5  to  8  per  cent, 
of  the  mothers  die,  while  from  60  to  80  per  cent,  of  the  chil- 
dren also  die.  This  means,  therefore,  that  the  child  is  sacrificecl 
to  save  at  most  5  per  cent,  of  the  mothers. 

By  dilators,  the  maternal  mortality  has  been  reduced  to  5  per 
cent,  and  the  infantile  mortality  to  50  per  cent.  This  is  not 
much  better  than  the  result  of  combined  version.  Bossi's  in- 
strument is  still  worse,  and  tamponage  does  not  yield  better 
results.  Diihrssen  has  introduced  a  method  by  means  of  which 
the  danger  to  the  mother  is  kept  at  a  minimum  and  the  rapid 
delivery  of  the  infant  secures  a  good  chance  of  survival.  TTiis 
is  anterior  hysterotomy.  The  dilatation  of  the  cervix  and  os  is 
dispensed  with  altogether,  and  by  the  help  of  an  exact  incision 
through  the  cervix,  room  is  made  for  the  passage  of  the  fetal 
head.  Some  operators  regard  the  friability  of  the  cervix  and 
its  engorgement  with  blood  as  an  indication  for  an  extra- 
peritoneal operation  through  the  abdominal  wall,  but  Baisch 
points  out  that  Diihrssen's  operation  is  incomparably  less  dan- 
gerous than  a  laparotomy. 

In  Munich  forty  vaginal  sections  have  been  performed  for 
conditions  including  placenta  praevia  and  eclampsia.  All  the 
mothers  have  recovered,  and  of  22  living  fetuses  19  have  been 
saved.  He  regards  this  method  as  the  ideal  one  for  both  the 
named  conditions. 

A.  Fiessler  pleads  for  the  extraperitoneal  abdominal  opera- 
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tion  for  placenta  praevia,  which  Kronig  and  Sellheim  have 
adopted  as  the  operation  of  choice  for  this  condition.  He 
attempts  on  the  strength  of  9  cases  to  compare  in  percentages 
the  value  of  this  method  with  that  of  version  (83  cases)  and 
vaginal  Caesarean  section  (10).  He  does  not  adduce  any  new 
facts  beyond  those  depending  on  the  experience  of  the  Tiibin- 
gen  clinic. 

External  Version. — In  spite  of  the  ever-increasing  extension 
•of  operative  obstetrics  which  signalizes  the  midwifery  of  to-day, 
as  it  is  taught  in  the  large  German  clinics.  A.  Labhardt 
(Muench.  med.  IVocfh)  states  that  von  Herff  realizes  that 
simplicity  is  a  golden  rule  in  midwifery,  and  for  this  reason 
attempts  to  reduce  the  number  of  large  operations  to  a  mini- 
mum in  the  Basle  clinic,  and  to  employ  and  teach  the  simplest 
and  least  severe  manipulations  which  can  be  regarded  as  safe. 

Among  other  simple  methods,  external  version  is  resorted 
to  where  it  can  be  applied  with  a  fair  chance  of  success.  Ex- 
ternal version  was  recommended  by  Weigand  over  a  hundred 
years  ago.  The  author  considers  that  internal  version  should 
never  be  attempted  until  external  version  has  been  fairly  tried. 
There  is  no  doubt  at  all  that  the  danger  of  introducing  the  hand 
into  the  genital  passages  increases  in  direct  proportion  to  the 
depth  to  which  the  hand  is  passed.  Since  internal  version 
requires  the  operator  to  pass  his  hand  far  into  the  cavity  of  the 
uterus,  the  morbidity  is  relatively  high. 

On  the  other  hand,  if  version  can  be  performed  without 
passing  the  hand  into  the  uterus  at  all,  the  morbidity  must 
remain  the  same  as  that  of  normal  births.  The  second  advan- 
tage is  the  fact  that  an  anaesthetic  need  not  be  given.  He 
realizes  that  the  danger  of  ether  or  chloroform  in  the  hands  of 
a  practiced  anaesthetist  is  small,  but  in  general  practice  the 
practitioner  usually  finds  himself  without  assistance  other  than 
the  midwife  or  *'nurse,"  and  he  is  forced  to  hand  the  chloro- 
form bottle  over  to  this  unskilled  individual.  He  points  out 
that  it  is  usually  possible  to  convert  a  transverse  presentation 
into  a  vertex  presentation  by  means  of  external  version  alone. 
In  a  small  number  of  cases  this  may  prove  impossible,  and 
then  the  obstetrician  can  still  perform  podalic  version  by  the 
external  method.  The  last  advantage  which  he  mentions  is 
that  it  is  possible  to  turn  by  this  method  at  all  stages  of  labor, 
even  when  the  os  is  still  undilated. 

Against  all  these  important  advantages  certain  disadvantages 
must  be  mentioned.  First  of  all,  he  states  that  unfortunately 
external  version  is  not  always  possible.  Next,  there  is  a  risk 
of  prolapse  of  the  cord  or  extremities  of  the  fetus.  This  risk 
can  be  minimized  by  a  proper  impression  of  the  head  and  by 
allowing  the  "waters"  to  drain  slowly  away.  In  63  external 
versions  he  experienced  a  prolapse  of  the  cord  3  times  only. 
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The  indications  for  external  version  are  found  in  all  forms 
of  transverse  or  oblique  presentations.  When  a*  rapid  deliveiy 
is  required  for  the  safety  of  mother's  or  child's  life,  cephalic 
version  may  not  be  undertaken,  but  podalic  external  version 
saves  the  insertion  of  the  hand  into  the  uterus.  No  anaesthetic 
is  required,  and  all  that  is  necessary  is  to  bring  down  a  leg: 
after  the  child  has  been  turned.  External  version  is  only 
admissible  when  the  fetus  can  be  clearly  felt  through  the  ab- 
dominal walls,  and  either  end  can  be  moved  in  any  desired 
direction.  A  dead  fetus  cannot  be  turned  from  without,  since 
it  lacks  the  necessary  rigidity.  .  As  a  rule,  the  turning  by  this 
method  depends  on  the  intact  condition  of  the  membranes. 
It  is,  however,  possible  at  times  to  turn  after  the  membranes 
have  ruptured  and  the  liquor  amnii  has  escaped.  In  a  fair 
proportion  of  cases  in  which  Labhardt  has  carried  out  this 
method  hydramnion  was  present.  An  excessive  supply  of 
liquor  tends  toward  the  production  of  transverse  presentation^ 
and  it  is  therefore  especially  when  hydramnion  is  present  that 
external  version  will  be  valuable.  When  the  amount  of  liquor 
is  very  excessive,  it  is  wise  to  puncture  the  membranes  and 
to  allow  some  water  to  drain  away,  so  that  the  fetus  can  be 
readily  palpated  and  the  risk  of  prolapse  of  the  cord  is  dimin- 
ished. Believing  that  a  breech  presentation  is  never  an  ad- 
vantage in  contracted  pelves,  he  cannot  support  the  so-called 
prophylactic  version.  External  cephalic  version  should  always 
be  attempted,  even  when  the  degree  of  contraction  is  com- 
paratively severe.  External  cephalic  version  should,  however, 
not  be  attempted  when  there  are  conditions  existing  which  call 
for  a  rapid  termination  ot  the  birth.  These  include  eclampsia, 
dangerous  illness  of  the  mother,  asphyxia  of  the  child.  In  lliese 
conditions  external  podalic  version  should  be  performed,  and  a 
leg  should  be  brought  down  later. 

With  regard  to  the  technique  of  the  method,  he  has  little 
new  to  add.  When  a  fair  attempt  has  failed,  it  may  be  neces- 
sary to  have  recourse  to  internal  or  combined  version.  In 
order  to  carrv  this  out,  anaesthesia  is  given,  and  a  last  attempt 
to  turn  externally  should  first  be  made  with  the  patient  asleep, 
the  hand  being  protected  with  a  sterile  towel  or  glove. 

In  all,  from  April,  1901,  to  October,  1908,  225  transverse 
presentations  were  dealt  with.  Of  these  a  few  were  cases  of 
placenta  praevia,  while  some  others  came  into  the  world  by 
spontaneous  evolution.  The  remaining  185  were  left  for  ex- 
ternal version,  and  in  35  per  cent,  of  these  the  desired  result 
was  attained.  The  version  was  performed  at  all  stages  of  the 
birth,  from  the  time  when  the  os  was  still  closed  until  it  was 
widely  dilated.  In  the  majority  of  the  cases  the  membranes 
were  punctured  immediately  after  the  version;  in  a  few  they 
were  punctured  before.  In  7  cases  the  membranes  ruptured 
spontaneously  before  the  version,  and  in  the  same  number 
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Ihey  ruptured  spontaneously  after.  In  3  cases  it  was  necessary 
to  rupture  the  membranes  later.  Forty-seven  children  were 
born  as  vertex  presentations.  Thirty-four  of  these  were  pos- 
tero-anterior  cases  and  2  were  stillborn,  while  i  child  bom 
spontaneously  as  a  face  presentation  also  died.  In  all,  4  head 
presentation  children  died,  while  3  out  of  9  breech  presentation 
cases  were  born  dead. 

The  Oastrie  Secretion  during  KenstmatioiL. — ^Dealing  with 
the  gastric  functions  during  the  menstrual  period,  I.  M.  Wolpe 
(Detit,  med.  Woch.)  briefly  recalls  the  eflFects  which  have  been 
noted  on  the  mental  state,  the  sight,  the  liver  and  secretion  of 
bile,  the  intestine,  peritoneum,  metabolism  generally,  as  well 
as  on  disturbances  of  a  febrile  nature,  of  the  heart,  etc. ;  on  tu- 
berculosis; and  lastly,  on  disturbances  of  the  stomach.  The 
author  has  studied  the  secretory  and  motor  conditions  of  the 
stomach  in  12  women  in  Ewald's  clinic.  The  observations 
were  made  in  the  premenstrual  period,  during  the  menstrua- 
tion, and  also  in  the  interval  between  two  periods.  He  found 
that  the  difference  exhibited  during  two  periods  in  the  same 
subject  were  so  small  that  they  need  not  be  taken  into  account. 
Certain  differences  were  noted  between  the  conditions  during 
the  premenstrual  and  the  menstrual  period;  but  these  again 
were  slight,  and  do  not  indicate  any  marked  characteristics  of 
the  two  periods.  His  12  patients  include  5  who  were  suffering 
from  nervous  dyspepsia,  with  normal  secretion  and  motility, 
2  with  anacidity,  2  with  gastric  ulcer  and  pronounced  gastro- 
succorrhoea.  2  with  hyperacidity  and'  i  with  subacid  gas- 
tritis. These  cases  he  compared  with  women  whose  digestive 
organs  were  normal.  After  describing  the  precautions  which 
he  took  in  order  to  avoid  falling  into  error,  he  records  his 
results. 

With  regard  to  the  secretion  of  gastric  juice,  he  found  that 
in  all  the  conditions  named  the  acidity  is  distinctly  increased 
during  menstruation,  both  when  tested  with  an  empty  stomach 
and  when  tested  after  the  trial  breakfast.  This  menstrual 
hyperacidity  consists  of  an  increase  in  the  secretion  of  hydro- 
chloric acid,  and  also  an  increase  in  the  total  acidity.  The 
acidity  of  the  gastric  secretion  has  apparently  no  connection 
with  the  acidity  during  the  interval,  as  was  shown  in  cases  of 
anacidity  and  hyperacidity ;  but  the  author  supposes  that  it  is 
produced  by  a  reflectory  action  of  the  irritated  genitals  on  the 
secretory  nerves  of  the  stomach.  The  amount  of  secretion 
during  facting  was  increased  during  menstruation,  even  in  a 
case  of  gastrosuccorrhoea.  This  was  tested  in  11  out  of  the  12 
cases,  in  all  of  whom  no  motor  insufficiency  was  present. 

With  regard  to  the  motor  functions  of  the  stomach,  he  found 
that  the  motility  was  distinctly  diminished  during  menstrua- 
tion.    Normally,  one  hour  after  the  trial  breakfast  there  are 
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150  c.cm.  of  gastric  contents.  When  this  quantity  is  dimin- 
ished there  is  evidence  of  weakness  of  the  stomach  muscle. 
After  testing  by  Mathieu-Remond's  method,  he  concludes  that 
-a  weakening  of  the  stomach  takes  place  during  menstruation. 
These  differences  between  the  gastric  functions  during  the 
intramenstrual  and  intermenstrual  period  cause  hi  mto  warn 
physicians  not  to  base  a  diagnosis  of  gastric  disturbances  on 
tests  carried  out  during  menstruation. 

Congenital  Bitloeation  of  the  Hip. — M.  Froelich  (Rev. 
4'Orthop.)  says  that  at  any  age  up  to  about  3  years  congenital 
•dislocation  of  the  hip  is  a  malformation  which  is  curable  by  the 
manipulative  method,  and  which  does  not  require  more  than 
four  or  five  months  in  the  cure.  At  more  advanced  ages  the 
treatment  becomes  proportionately  difficult  until  we  are  met  by 
•cases  which  have  passed  the  age  for  which  these  operations 
are  curative.  Here  we  still  continue  to  fumble.  There  are 
three  methods  open  to  us  for  the  relief  of  these  cases,  namely, 
the  mechanical,  the  subtrochanteric  osteotomy  of  Kirmisson, 
and  the  operative  method  of  forcible  abduction  of  Lorenz  and 
Redard.  The  mechanical  method  has  given  very  satisfactory 
results.  It  consists  of  some  form  of  corset  with  a  moulded 
pelvic  piece  and  thigh  piece  which  retain  the  leg  in  a  position 
of  abduction,  which  is  the  most  favorable  for  fixing  the  head 
of  the  femur.  The  pelvitrochanteric  muscles  shorten  and  the 
bone  is  firmly  retained.  It  is  necessary  to  add  to  the  heel  of 
the  boot  on  the  side  of  the  shorter  leg.  Subtrochanteric  oste- 
otomy is  indicated  when  the  telescopic  movement  is  large  and 
progressive,  when  walking  with  the  abducted  leg  is  painful  or 
when  lordosis  is  pronounced.  The  chief  objection  to  the 
method  of  forcible  abduction  under  anaesthetics  is  the  necessity 
which  exists  for  wearing  after  operation  for  months  or  years 
a  rigid  apparatus  of  moulded  leather  or  celluloid,  in  order 
to  maintain  abduction  after  rupture  of  the  adductors,  which 
without  such  apparatus  is  not  maintained. 

The  author  gives  short  notes  of  10  cases  in  which  a  modi- 
fied operation  had  been  done  after  a  preliminary  extension  by 
weight  and  pulley.  The  children  were  aged  9  to  14;  one  case 
was  bilateral,  the  remainder  unilateral.  There  was  2  boys  and 
.'8  girls.  Extension  was  used  for  periods  between  eight  days 
and  two  months,  with'  a  weight  not  exceeding  25  kilograms. 
As  a  result  of  his  experiences  the  author  is  of  opinion  that  the 
age  is  not  of  such  great  importance  as  the  degree  of  luxuation. 
When  the  femoral  head  is  more  than  3  cm.  displaced  from  the 
cotyloid  cavity  reduction  should  not  be  attempted.  The  state 
of  the  muscular  system  is  of  enormous  importance.  When 
well -developed  it  is  better  to  abstain  from  interference,  but 
when  weak  and  small  replacement  is  easy.  Again,  when  the 
head  of  the  femur  is  fixed  and  there  is  little  up  and  down 
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movement  it  is  not  well  to  interfere.  When  a  weight  of  front 
lo  to  12  kilograms  is  not  enough  in  eight  days  to  bring  down 
the  head  a  distance  of  at  least  i  cm.  it  is  useless  to  prolong  the 
traction.  It  will  not  be  tolerated,  and  there  is  a  danger  of 
bringing  about  paralysis  of  the  sciatic  nerve.  He  concludes^ 
that  a  few  cases  which  have  passed  the  age  limit  for  the  blood- 
less operation  are  still  benefited  by  a  trial  of  the  method  of 
radical  cure. 

Post-operative  Parotitis. — Marchetti  (Rif.  Med.),  owing  to- 
a  recent  experience  of  this  condition  in  two  cases  (one  after  an  ^ 
operation  for  hernia,  and  the  other  after  an  ovariotomy),  has 
given  some  attention  to  the  subject.  The  rarity  of  such  cases 
may  be  gauged  from  the  fact  that  only  i  case  has  occurred  out 
of  10,000  operations  in  the  last  ten  years.  The  symptoms  are 
the  usual  ones  described  in  connection  with  mumps,  and  the 
cases  may  be  divided  generally  into  three  main  groups :  ( i )  A 
mind  catarrhal  type  where  the  swelling  and  pain  subside  in 
about  a  week's  time  without  suppuration  (about  33  per  cent.). 
(2)  A  severe  and  often  fatal  type  where  extensive  phlegmo- 
nous inflammation  sets  in,  with  necrosis  of  tissue,  suppuration 
and  probable  loss  of  the  gland,  and  salivar>'  fistula  (48  per 
cent.)  ;  this  group  requires  free  surgical  treatment.  (3)  A 
small  group  (19  per  cent.)  where  some  suppuration  occurs,, 
but  the  pus  makes  its  way  out  through  Steno's  duct.  Adults, 
especially  women  (78  per  cent.),  are  more  frequently  affected 
than  children.  Many  theories  to  explain  the  onset  of  this  par- 
ticular form  of  parotitis  have  been  put  forward,  and  the  author 
briefly  discusses  some  of  them,  laying  greater  stress  on  the 
theory  that  it  is  due  to  exalted  virulence  in  the  oral  flora, 
which  in  its  turn  is  accentuated  by  the  diminished  activity  of 
the  parotid  gland,  due  to  fear,  preoperative  preparation  (purge,, 
altered  diet,  etc.),  diminution  in  mastication,  bucca  manipula- 
tion by  the  anaesthetist.  But,  as  the  author  points  out,  all 
these  supposed  causes  are  more  or  less  prevalent  in  every 
operation,  and  yet  post-operative  parotitis  is  very  rare ;  again, 
parotitis  does  not  occur  as  the  result  of  prolonged  septic  con- 
dition of  the  mouth.  He  believes  that  the  parotitis  in  question- 
is  merely  post-operative  in  the  chronological  sense  of  the  term^ 
and  not  in  any  causal  sense ;  that  it  is  not  scialogenic  in  origin,., 
but  most  likely  due  to  some  unrecognized  trauma. 
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THE  TREATMENT  OF  THE  LESSER  DEGREES  OF 
PELVIC  CONTRACTION. 

BY    HUDSON   D.    BISHOP,    M.D., 

Professor    of    Obstetrics    Cleveland    Homceopathic    Medical    College, 
Obstetrician  Qeveland  Maternity  Hospital. 

The  greatest  problem  in  obstetrics,  to-day,  is  the  treatment 
of  mechanical  obstruction.  It  is  a  problem,  not  because  we 
have  no  well-defined  methods  of  meeting  the  various  condi- 
tions present,  but  because  these  conditions  are  not  recognized 
in  time  to  apply  the  appropriate  treatment.  If  ante-partum 
diagnosis  of  the  degree  of  obstruction  to  be  expected  in  a  case 
of  narrow  pelvis  was  always  made,  even  if  such  diagnosis 
did  not  more  than  approach  accuracy,  the  treatment  would  be 
simplicity  itself.  The  general  practitioners,  who  do  by  far 
the  greater  portion  of  the  obstetric  work,  do  not  fully  realize 
this  important  fact.  The  proportion  of  abnormal  deliveries  is 
too  small  to  compel  the  careful  diagnosis  necessary  to  antici- 
pate them.  We  have  not  reached  the  point  where  we  consider 
a  pelvimeter  as  important  in  our  obstetric  equipment  as  the 
stethoscope  in  our  physical  diagnosis.  We  do  not,  in  the  case 
of  multipara,  with  histories  of  previous  difficult  labors,  exhaust 
our  means  of  diagnosis  in  an  effort  to  determine  the  cause  of 
the  dystocia.     In  primipara,  we  take  too  much  for  granted 
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and  assume  that  there  will  be  nothing  abnormal  in  the  labor, 
upon  no  other  basis  than  that  we  are  optimistic. 

There  is  no  doubt  but  that  these  criticisms  apply  to  most 
of  the  obstetric  practice  done  outside  of  institutions.  Until 
conditions  change  for  the  better,  we  cannot  expect  to  secure 
the  best  results  from  operative  measures  in  dystocias  from 
pelvic  contraction.  A  definite  line  of  procedure  based  upon 
knowledge  and  experience,  must  be  decided  upon  before  the 
onset  of  labor.  The  first  essential  to  the  choice  of  the  method 
of  treatment  is  an  ante-partum  knowledge  of  the  size  of  the 
pelvis,  the  relative  size  of  the  child's  head  and  the  physical 
condition  of  the  mother.  Such  ante-partum  knowledge  is  most 
frequently  lacking  in  the  cases  of  lesser  or  relative  pelvic 
contraction. 

In  presenting  my  subject,  I  assume  that  a  fairly  definite  idea 
of  the  degree  of  dystocia  to  be  expected  has  been  acquired 
before  labor  has  set  in.  The  methods  of  treatment  to  be  con- 
sidered are  as  follows : 

I.  Spontaneous  labor.  Spontaneous  labor  should  be  chosen 
as  the  method  of  treatment  in  all  cases  with  a  conjugata  vera 
above  8.5  and  8  cm.,  if  the  other  factors  in  the  case  are  normal. 
The  possibility  of  a  spontaneous  delivery  through  a  narrow 
brim  is  now  more  generally  admitted  than  ever  before  in  the 
history  of  obstetric  practice.  Three-fourths  of  the  cases  will 
terminate  favorably,  with  little  or  no  help  at  the  outlet  and 
the  remainder  will  yield  to  slight  help  at  the  inlet  or  to  pubioto- 
my.  Spontaneous  labor  is  but  relatively  indicated  with  a  con- 
jugata vera  below  8.5  and  8  cm.  These  are  the  border-line 
cases  in  which  the  choice  between  spontaneous  labor,  pubioto- 
my  and  Cesarean  section  must  b^  made  largely  upon  the  con- 
sideration of  the  size  of  the  fetal  head. 

Whenever  spontaneous  labor  is  the  method  of  treatment 
adopted,  there  are  several  important  points  to  be  borne  in  mind, 
as  follows: 

(a)  The  mother  and  child  must  be  carefully  watched.  It  is 
seldom  that  harm  can  come  to  the  child  from  a  protracted  first 
stage  as  long  as  the  membranes  are  intact.  In  case  they  rup- 
ture  prematurely,  the  dilating  bags  should  be  used.  The 
greatest  danger  to  the  child  is  at  the  time  of  full  engagement 
and  during  the  second  stage.  During  this  time  it  is  advisable 
to  examine  the  fetal  heart  after  each  pain.    In  case  it  shows 
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continued  bad  effects  from  pressure  on  the  head,  the  treatment 
should  become  operative  without  delay.  The  indication  for 
treatment  in  the  event  of  exhaustion  of  the  mother  is  rest,  and 
it  is  best  secured  by  means  of  a  small  dose  of  morphine. 

(b)  The  maintenance  of  a  perfect  aseptic  technic  is  of  ex- 
ceeding importance  in  the  conduct  of  a  spontaneous  labor. 
Prolonged  labor,  with  its  consequent  exhaustion,  produces  a 
lowered  immunity,  as  is  shown  by  the  20  per  cent,  maternal 
mortality  of  spontaneous  labor  in  contracted  pelvis  before  the 
era  of  asepsis,  while  now  it  is  less  than  one  per  cent. 

(c)  A  third  point  has  to  do  with  the  mechanism  of  labor  in 
contracted  pelvis.  It  must  be  remembered  that  the  head  en- 
gages in  the  transverse  diameter  and  that  when  the  conjugata 
vera  is  less  than  9.5  and  9  cm.  the  head  must  be  displaced 
so  that  the  bi-temporal  instead  of  the  bi-parietal  diameter  is  in 
relation  to  the  antero-posterior  diameter  of  the  brim ;  further- 
more, with  the  head  in  the  transverse  diameter,  the  normal 
mechanism  is  for  the  anterior  parietal  to  descend  while  the 
posterior  parietal  is  pressed  upon  the  promontory  of  the 
sacrum.  If,  instead  of  this  anterior  parietal  presentation  the 
posterior  parietal  happens  to  be  the  presenting  part,  there 
is  great  difficulty  in  securing  descent  of  the  head.  Neither 
of  these  complications  in  mechanism  can  be  corrected,  and 
if  they  cause  serious  dystocia,  immediate  operative  interference 
:s  called  for. 

Another  complication  in  mechanism  has  to  do  with  dilatation 
of  the  cervix.  Early  rupture  of  the  membranes  is  of  frequent 
occurrence  and  further  dilatation  is  delayed  until  the  head  is 
moulded  sufficiently  to  permit  its  descent.  In  many  cases 
this  accident  is  without  bad  results,  but  it  is  good  practice  to 
use  a  dilating  bag  as  soon  as  the  membranes  break.  It  will 
hasten  dilatation  and  protect  the  cervix  and  the  child. 

2.  Cesarean  section.  There  is  a  marked  difference  of 
opinion  regarding  the  indications  for  this  operation  in  the 
lesser  degrees  of  pelvic  contraction.  Many  operators,  espe- 
cially in  this  country,  advise  section  in  all  cases  where  there 
is  a  history  of  marked  obstruction  in  previous  labors  or  where 
there  is  every  indication,  in  primipara,  of  the  necessity  of  an 
infrapubic  operation  being  required  to  effect  delivery.  This  is 
a  rational  position  to  take  if  the  section  is  to  be  a  primary 
operation  in  the  hands  of  an  operator  of  large  experience  in 
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the  modem  Cesarean  operation.  It  is  not  a  safe  rule  to  be  fol- 
lowed by  the  vast  majority  of  obstetric  operators.  For  them, 
the  Cesarean  section  should  be  positively  indicated  in  all  cases 
of  absolute  pelvic  contraction  (conjugata  vera  of  7.5  and  7  cm. 
or  less)  and  only  relatively  indicated  in  the  contractions  with 
the  upper  limit  of  the  conjugata  vera  at  8.5  and  8  cm.  In 
these  medium  contractions  everything  depends  upon  the  rela- 
tive size  of  the  fetal  head  and  the  physical  conditions  of  the 
mother.  The  more  these  are  favorable  to  the  possibility  of 
spontaneous  labor  the  less  is  Cesarean  section  indicated;  but, 
even  if  they  are  favorable,  Cesarean  section  becomes  more  and 
more  indicates,  the  nearer  the  conjungata  vera  approaches  that 
of  absolute  pelvic  contraction. 

It  has  been  definitely  settled  that  if  Cesarean  section  is  to 
yield  better  results  as  to  its  maternal  mortality  than  the  com- 
promise operations  of  high  forceps,  version  and  craniotomy,  it 
must  be  a  primary  operation.  It  must  be  done  before  the  onset 
of  labor,  or,  if  labor  has  begun,  there  must  be  no  maternal 
exhaustion,  and  the  possibility  of  infection  must  be  eliminated. 
It  is  questionable  whether  Cesarean  section  should  ever  be  per- 
formed after  labor  has  been  in  progress  and  dystocia  has 
developed,  provided  an  infrapubic  operation  can  be  done. 

3.  Pubiotomy.  This  is  the  latest  operation  to  engage  the 
attention  of  obstetricians  in  the  treatment  of  mechanical  ob- 
struction. It  is  believed  by  many  to  be  a  better  operation  than 
Cesarean  section  in  all  the  cases  where  an  enlargement  of  the 
brim,  within  the  limits  of  the  operation,  will  permit  of  the 
passage  of  the  head.  Inasmuch  as  pubiotomy  is  so  little  under- 
stood in  this  country  and  has  been  so  severely  criticized,  mostly 
by  those  who  have  had  no  experience  with  it,  I  wish  to  discuss 
the  operation  somewhat  in  detail. 

It  accomplishes  the  same  result  as  symphysiotomy,  i.e., 
a  temporary  enlargement  of  the  pelvic  brim.  Instead  of  sepa- 
rating the  pelvic  girdle  at  the  symphysis,  as  in  symphysiotomy, 
the  pubic  bone,  near  the  symphysis,  is  severed  by  means  of  a 
wire  saw,  on  the  side  to  which  the  occiput  points. 

The  operative  tcchnic  is  comparatively  simple.  With  the 
patient  in  the  lithotomy  position  a  stabwound,  extending  just 
through  the  skin,  is  made  at  a  point  midway  between  the  pubic 
spine  and  the  symphysis  and  directly  over  the  upper  margin  of 
the  bone.    A  specially  constructed  full-curved  needle,  having  a 
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blunt  point,  is  then  passed  behind  the  bone  and  is  brought  out 
below,  as  near  the  outer  border  of  the  labium  majus  and  as 
near  the  lower  level  of  the  bone  as  possible.  The  skin  is  nicked 
to  permit  the  exit  of  the  needle.  A  Gigli  saw  is  then  fastened 
to  its  point,  being  drawn  in  place  as  the  needle  is  withdrawn. 
The  bone  is  then  sawed,  effort  being  made  during  the  sawing 
process  to  hold  the  saw  in  the  same  curve  so  as  to  minimize 
the  injury  to  the  soft  parts,  especially  below  the  bone. 

During  the  passage  of  the  needle  its  point  should  be  made  to 
hug  the  bone,  and  it  should  be  palpated  throughout  its  course 
by  a  finger  within  the  vagina.  The  danger  in  the  passage  of 
the  needle  is  an  injury  to  the  bladder,  but  this  is  avoided  by 
having  the  bladder  empty  and  by  keeping  the  needlepoint  close 
to  the  bone.  It  is  advised  by  most  of  the  operators  who  have 
described  the  operation,  that  from  the  time  of  complete  sepa- 
ration of  the  bone  firm  pressure  upon  the  thighs  be  made  by 
the  assistants  in  order  to  prevent  a  too  wide  separation  of  the 
ends  of  the  bone.  A  more  reliable  support  is  secured  by  pass- 
ing a  strong  bandage  about  the  pelvis,  the  assistants  pulling  the 
ends  or  twisting  it  as  in  applying  a  tourniquet.  The  danger  of 
extensive  injury  to  the  soft  parts  is  directly  proportionate  to  the 
degree  of  separation  of  the  ends  of  the  bone.  With  the  firm 
support  furnished  by  a  bandage  the  amount  of  separation  is 
under  the  direct  control  of  the  assistants. 

After  the  division  of  the  bone  delivery  is  effected  by  ver- 
sion or  by  forceps,  preferably  the  latter. 

Much  of  the  objection  to  pubiotomy  has  centered  upon  the 
annoying  details  of  the  after-treatment,  the  object  of  which 
were  to  prevent  non-union  of  the  bone.  These  details  have 
been  much  simplified,  as  the  danger  of  non-union  has  been 
found  more  imaginary  than  real.  With  the  exception  of  the 
retention  of  the  divided  bone  by  means  of  a  wide  adhesive 
strap  about  the  pelvis  and  the  use  of  a  Bradford  frame  to 
facilitate  the  placing  of  the  bedpan,  the  after-treatment  is  the 
same  as  for  an  ordinary  delivery.  The  patient's  mobility  is  not 
restricted  after  the  second  or  third  day ;  she  can  sit  up  on  the 
fourteenth  day  and  walk  at  the  end  of  three  weeks. 

The  repair  ends  in  bony  or  firm  fibrous  union  of  the  divided 
bone,  most  often  the  former,  and  there  is  more  or  less  perma- 
nent enlargement  of  the  pelvis. 

The  complications  of  the  operation  may  be  as  follows : 
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(a)  Injury  to  the  bladder.  A  number  of  cases  of  such 
injury  have  been  reported  but  they  are  due  to  faulty  technic, 
either  in  passing  the  needle  or  in  permitting  too  wide  sepa- 
ration of  the  ends  of  the  bone.  The  real  danger  in  bladder 
injury  is  not  the  injury  itself,  but  failure  to  recognize  it.  The 
catheter  should  be  passed  both  before  the  passage  of  the  needle 
and  after  the  delivery.  If  blood  is  found  before  the  passage 
of  the  needle  the  bladder  should  be  irrigated  before  proceed- 
ing further  with  the  operation. 

(b)  Hemorrhage.  The  separation  of  the  bone  is  followed 
by  more  or  less  hemorrhage  but  it  usually  yields  to  pressure. 
Should  it  persist,  or  be  dangerous  in  amount,  it  can  be 
controlled  by  ligature.  Drainage  should  be  provided  from  the 
lower  wound  to  carry  off  the  extravasated  blood  and  prevent 
the  formation  of  hematoma. 

(c)  Lacerations  of  the  soft  parts.  Too  great  separation  of 
the  divided  bone  may  produce  a  laceration  of  the  soft  parts, 
extending  into  the  vagina.  Such  an  injury  should  be  repaired 
in  the  same  manner  as  any  laceration  of  the  upper  part  of  the 
vagina. 

(d)  Sepsis.  In  most  of  the  cases  there  is  a  slight  rise  of 
temperature  for  the  first  week.  If  it  rises  above  ioo°  F.,  or 
persists,  search  should  be  made  for  the  infection. 

(e)  Injury  to  the  child.  The  head  may  be  injured  by  the 
sharp  edges  of  the  divided  bone.  This  can  be  guarded  against 
by  carefulness  in  extraction.  The  head  should  be  made  to 
pass  the  brim,  as  nearly  as  possible,  with  the  S:agittal  suture 
in  the  transverse  diameter. 

The  chief  indication  for  pubiotomy  is  a  mechanical  obstruc- 
tion from  pelvic  contraction  that  will  disappear  after  an  en- 
largement of  the  brim  within  the  safe  limits  of  the  operation, 
ie,,  not  more  than  5  or  6  cm.  The  effect  of  widening  the  pelvis 
by  separating  the  pelvic  girdle,  at  or  near  the  symphysis,  is  to 
add  about  two  millimetres  to  the  conjugata  vera  for  each  centi- 
metre of  separation. 

The  most  careful  judgment  should  be  exercised  in  choosing 
the  cases  for  this  operation.  It  should  not  be  undertaken  when 
the  conjugata  is  too  short  or  when,  relatively,  the  head  is  too 
large.  It  should  not  compete  with  Cesarean  section  in  the 
cases  where  the  conjugata  vera  approaches  7  cm.,  unless  it 
is  positively  known  that  the  head  is  small.  This  applies  only 
to  primary  operations.     After  the  woman  has  been  subjected 
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to  the  test  of  labor,  the  choice  between  the  two  operations 
should  lean  towards  pubiotomy.  The  longer  labor  has  been 
in  progress,  the  less  are  the  conditions  favorable  to  Cesarean 
section;  whereas,  they  become  more  and  more  favorable  to 
pubiotomy,  at  least  so  far  as  the  passage  of  the  brim  is  con- 
cerned, the  more  moulding  has  taken  place. 

Pubiotomy  is  indicated,  also,  in  dystocias,  resulting  from 
such  faulty  positions  as  persistent  occipito-posterior  and 
mento-posterior  and  in  breech  labors  where  there  is  difficulty 
in  extraction  of  the  head.  In  the  latter  cases  the  saw  can  be 
placed  in  position,  but  the  bone  need  not  be  divided  unless  it 
becomes  necessary. 

There  is  no  doubt  but  that  pubiotomy  will  become  widely 
used  after  its  advantages  are  more  fully  understood.  It  is,  of 
course,  a  surgical  procedure  requiring  perfect  aseptic  technic 
and  ordinary  operative  skill,  but  no  more  so  than  version  or 
high  forceps.  As  a  primary  operation  it  has  its  definite  indi- 
cations, and  as  an  alternative  in  high  forceps  delivery  it  elimi- 
nates the  cases  in  which  there  is  danger  of  a  fetal  mortality. 

4.  Forceps,  There  are  many  cases  of  minor  contraction 
in  which  the  forces  of  labor  fall  just  short  of  producing  a 
complete  engagement  of  the  head.  In  these  the  axis-traction 
forceps,  used  with  the  patient  in  the  Walcher  position,  are  suffi- 
cient to  effect  a  safe  delivery.  The  important  point  to  bear  in 
mind  in  all  such  cases  is  that  if  delivery  cannot  be  made  with 
slight  traction,  pubiotomy  should  be  the  immediate  alternative. 

5.  Premature  labor  and  version.  These  operations,  together 
with  craniotomy  upon  the  living  child,  have  been  the  favorite 
procedures  of  the  majority  of  obstetricians,  when  Cesarean 
section  has  not  been  done.  In  view  of  the  results  obtained 
from  pubiotomy,  these  methods  of  treatment  ought  not  to  be 
considered  in  the  treatment  of  contracted  pelvis.  The  fetal 
mortality  of  25  per  cent,  in  version  and  50  per  cent,  in  prema- 
ture labor  should  condemn  them. 

Summary,  I  would  summarize  the  treatment  of  contracted 
pelvis  as  follows: 

1.  Make  antepartum  diagnosis  of  the  degree  of  contraction. 

2.  Choose  Cesarean  section  in  all  cases  of  absolute  contrac- 
tion and  in  the  borderline  cases  unless  the  head  is  small. 

3.  Choose  spontaneous  labor  in  all  other  cases  and  resort  to 
forceps  and  pubiotomy  when  the  condition  of  the  child  calls 
for  interference. 
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INDICATIONS  AND  BEST  METHODS  FOR  TERMI- 
NATING LABOR.* 

BY    HENRY    C.    ALDRICH^    M.D., 

Professor  Diseases  of  Wcmen,  College  of  Homeopathic  Medicine  and 
Surgery,  Medical  Department,  University  of  Minnesota. 

How  many  of  you  have  been  called  to  the  bedside  of  a 
woman  in  labor,  in  the  city  or  town  or  perhaps  in  the  country, 
to  find  the  progress  of  labor  delayed  and  the  patient  becoming 
exhausted,  the  os  uteri  but  slightly  dilated,  the  uterine  contrac- 
tions irregular,  feeble  and,  in  the  phraseology  of  the  lying-in 
chamber,  "doing  little  good." 

The  patient  is  one  whom  you  feel  that  you  cannot  afford  to 
leave  to  nature  because  of  financial  or  other  reasons,  and  you 
see  at  once  that  either  you  will  lose  valuable  time  or  you  must 
"do  something;"  in  other  words,  that  you  must  stimulate  the 
uterus  to  stronger  and  more  regular  contractions.  How?  ist. 
By  keeping  the  patient  on  her  feet  as  much  as  possible;  2d, 
By  making  use  of  hot  water  vaginal  douches  and  hot  sitz  baths ; 
3d,  By  digital  irritation  and  dilation  of  the  os  uteri;  4th,  By 
the  administration  of  quinine  in  appreciable  doses,  choral  hy- 
drate or  other  drugs  that  are  so-called  oxytoxics ;  5th,  By  the 
application  of  belladonna  ointment  to  the  cervix  uteri  for  its 
cycloplegic  action  on  the  seemingly  unyielding  circular  fibres ; 
and  the  6th,  By  the  administration  of  some  one  of  the  homeo- 
pathic remedies,  which  by  a  careful  examination  and  question- 
ing of  the  patient  we  will  find  to  be  similimum. 

Or  you  can  combine  all  of  these  methods  and  earn  the  repu- 
tation of  being  physicians  who  are  resourceful. 

Suppose  again  that  you  have  had  a  case  showing  marked 
symptoms  of  the  so-called  toxemia  of  pregnancy  that  for  some 
reason  has  not  yielded  to  the  diet  or  the  medication  which 
you  have  recommended  and  you  find  when  you  arrive  hurriedly 
after  a  peremptory  summons  that  your  patient  has  had  or  is 
now  suffering  from  a  convulsion,  so-called  eclampsia,  what 
would  you  do  after  administering  chloroform,  giving  mor- 
phine, veratrum  viride,  making  use  of  hypodermoclysis  or  in- 
jecting the  artificial  serum  or  normal  salt  solution  directly 
into  the  veins?    Why,  deliver  the  foetus  as  soon  as  possible, 
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would  you  not?  Surely.  Begin  by  dilating  the  os  uteri  rapid- 
ly, manually  or  instrumentally,  by  use  of  the  Bossi  dilator  or 
any  other  instrument  that  will  do  the  work  rapidly  and  satisfac- 
torily; as  soon  as  the  cervix  is  dilated  you  would  apply  the 
forceps  and  empty  the  uterus  P.  D.  Q.  would  you  not  ? 

When  you  are  consulted  late  in  pregnancy  because  of  a 
profuse  or  long  continued  hemorrhage  evidently  of  uterine 
origin,  you  naturally  suspect  placenta  praevia,  and  here  again 
you  must  empty  the  uterus  and  usually  rapidly. 

If  there  does  not  seem  an  imperative  demand  for  immediate 
rapid  interference,  then  introduce  sterile  catheter  or  bougie  of 
soft  rubber  between  the  uterine  wall  and  the  membranes,  avoid- 
ing the  placenta  if  possible,  then  pack  the  vagina  well  with 
sterile  or  iodoform  gauze  and  await  developments,  holding 
yourself  in  readiness  for  immediate  emptying  of  the  uterus 
if  hemorrhage  becomes  excessive. 

Again,  in  the  case  of  a  primipara,  where  you  have  not  had 
the  opportunity  of  measuring  and  examining  prior  to  labor, 
and  you  have  become  convinced,  as  has  your  counsel,  that 
owing  to  poetal  or  pelvic  dystocia  the  child  cannot  be  bom 
naturally,  then  a  Cesarean  is  demanded,  and  should  be  done  in 
a  hospital  preferably,  but  somewhere,  and  as  rapidly  as  possible 
to  save  the  lives  of  both  the  mother  and  child. 

The  indications  for  a  premature  labor  or  abortion  are  gen- 
erally because  of  some  abnormal  state  of  the  mother,  as,  for 
instance,  the  pernicious  vomiting  and  other  manifestations  of 
the  toxaemia  of  pregnancy,  prolonged  hemorrhage  of  placenta 
praevia  which  has  not  resulted  in  spontaneous  abortion:  the 
existence  of  severe  cardiac  disease,  of  pulmonary  tuberculosis, 
of  chorea,  of  hydramnios,  and  of  pernicious  anaemia. 

The  therapeutic  induction  of  premature  labor  should  be  per- 
formed in  an  absolutely  aseptic  manner  to  avoid  the  possibility 
of  infection,  and  can  best  be  done  by  tamponading  the  uterine 
cervix  with  sterile  gauze  packing  strip  or  by  the  introduction  of 
a  sterile  bougie  or  catheter  of  soft  rubber  between  the  uterine 
wall  and  the  amniotic  sac  or  by  rapid  instrumental  dilation 
and  removal  of  the  uterine  contents  by  digital  or  instrumental 
curettage. 
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DIAGNOSIS    AND    MANAGEMENT    OF    OCCIPITO- 
POSTERIOR  POSITION.* 

BY   JOHN    W.    WINSTON,    M.D. 

Occipito-posterior  cases  are  easy  to  conduct  if  done  prop- 
erly, but  if  not  made  out  and  managed  in  the  right  way,  are 
often  productive  in  causing  the  mother  much  pain,  prolonging 
the  labor,  and  may  even  injure  or  cause  the  death  of  the  child. 
We  are  all  familiar  with  the  signs  that  lead  to  the  diagnosis 
of  this  position;  and  it  is,  therefore,  not  these  signs  that  I 
want  to  point  out  as  much  as  the  fact  that  we  should  use  great 
care  to  find  out  the  exact  position  of  the  child  in  every  case 
of  labor.  The  exact  amount  of  flexion  of  the  child's  head  and 
the  dimensions  and  shape  of  the  maternal  pelvis  should  also  be 
ascertained  with  care. 

The  heart  tones,  when  heard  low  down  and  far  to  the  side 
of  the  abdominal  wall,  make  us  at  once  suspect  a  posterior  posi- 
tion of  the  occiput.  The  shoulder  away  from  the  mid-line  and 
the  cephalic  prominence  strengthens  this  diagnosis;  while  the 
position  of  the  fontanelles  examined  per  vaginam  will  gen- 
erally confirm  the  diagnosis,  but  if  there  should  still  be  doubt, 
the  finger  can  be  passed  through  the  cervical  canal  and  the 
ears,  and  often  the  eyes,  nose  and  mouth  can  be  made  out. 
With  the  careful  obstetrician  none  of  these  procedures  are  in 
the  least  dangerous,  and  can  be  used  at  will.  Therefore,  in  all 
our  cases  let  us  never  overlook  the  occipito-posterior  at  the 
beginning. 

Statistics  place  the  percentage  of  occipito-posterior  posi- 
tions low,  but  in  a  series  of  200  cases  conducted  by  myself, 
I  have  found  it  to  be  present  in  at  least  twenty-five  per  cent., 
and  I  can  truthfully  say  that  the  early  recognition  of  this 
position  has  resulted  in  most  every  instance  in  greater  comfort 
to  the  mother  and  in  a  much  shorter  labor. 

The  traction  of  the  upper  segment  of  the  uterus  over  the 
bag  of  waters  and  the  cervical  position  usually  bring  about 
the  softening  and  dilatation  of  the  cervix  before  the  waters  are 
ruptured;  but  the  action  of  the  engaging  head,  I  think,  even 
before  the  membranes  rupture,  plays  a  more  important  part 
than  is  generally  accredited  to  it,  and  it  is  the  study  of  posterior 
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positions  that  shows  the  importance.  So  often  we  see,  in  such 
positions  when  the  head  is  not  flexed  properly,  with  active  and 
steady  pains,  that  the  cervix  does  not  dilate,  even  though 
labor  has  been  active  for  a  good  many  hours.  By  simply  flex- 
ing the  head  the  canal  dilates  much  faster.  It  is  also  often 
the  case  that  the  cervix  will  become  very  soft  with  scarcely  no 
dilatation.  With  such  cervices  considerable  progress  is  made 
by  dilatating  the  soft  cervix  with  the  fingers. 

We  are  told  in  text-books  that  most  of  our  posterior  posi- 
tions readily  rotate,  but  this  is  by  no  means  true.  It  is  better 
to  say  that  in  order  for  them  to  be  the  most  easily  delivered 
and  the  quicker,  they  will  have  to  rotate;  and  this  narrows 
the  management  of  occipito-posterior  .cases  down  to  the  fact, 
that  we  have  to  help  nature  to  rotate  them.  If  the  head  has  to 
be  rotated  there  can  be  no  gain  in  postponing  this  procedure, 
after  the  canal  of  exit  is  in  readiness. 

By  placing  the  woman  on  the  side  to  which  the  occiput 
points,  the  rotation  is  facilitated.  Keeping  the  head  flexed  is 
of  great  importance,  because  it  will  only  rotate  when  it  strikes 
the  pelvic  floor ;  this  is  the  most  advantageous  position,  which 
fact  is  easily  seen  by  placing  the  head  in  this  position  within 
a  dried  pelvis.  After  the  cervix  is  softened  and  dilated  to  the 
full  extent,  there  can  be  no  objection  to  rupturing  the  mem- 
branes; indeed,  it  is  often  of  great  advantage,  for  the  reason 
that  with  these  positions,  at  this  point,  often  no  progress  will 
be  made  for  hours,  as  the  head  in  most  cases  will  not  engage 
in  this  position  until  the  membranes  are  ruptured.  After  the 
bag  of  waters  is  opened,  it  should  be  seen  that  the  head  is 
at  once  flexed,  for  the  lack  of  flexion  then  not  only  hinders 
rotation  of  itself,  but  when  the  head  stays  unflexed  for  any 
length  of  time,  the  caput  forms  in  a  position  that  is  not  advan- 
tageous to  rotation.  The  lack  of  such  a  procedure  allows  the 
contractions  to  continue,  but  the  progress  may  come  almost  to 
a  standstill. 

It  is  sometimes  necessary  to  stop  the  contractions  and 
progress  of  labor  for  a  time ;  but  whenever  the  expelling  force 
is  at  work,  the  progress  must  not  come  to  a  standstill,  for  it 
means  loss  of  energy. 

With  one  hand  in  the  vagina  and  one  on  the  abdomen  we 
can  bring  the  occiput  around  to  an  anterior  position,  but  in  all 
the  cases  I  have  tried  the  head  rotates  back  from  where  it 
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was  moved.  Some  advise  bipolar  version,  but  this  procedure 
should  not  be  done  except  as  a  last  resort,  for  breach  deliveries 
are  not  as  ^af e  as  cephalic  after  the  occiput  is  to  the  front. 

If  the  head  is  kept  well  flexed  by  the  finger  in  the  vagina 
from  the  time  it  strikes  the  pelvic  floor  until  it  is  well  down  in 
the  pelvis,  nature  will  generally  do  the  rotating  without  any 
trouble,  in  the  normal  pelvis.  Of  course,  if  the  pelvis  has  not 
the  natural  shape  and  size,  allowances  will  have  to  be  made 
accordingly.  In  few  cases,  if  the  above  is  carried  out,  will 
the  case  call  for  forceps,  and  labor  will  not  be  much  longer 
than  in  the  normal  occipito-anterior  positions.  In  cases  where 
the  energy  of  the  uterus  has  been  spent,  axis  traction  forceps 
can  be  applied  high,  after  changing  the  head  so  that  it  will  be 
well  flexed  in  their  grasp,  and  gentle  and  steady  traction 
will  generally  bring  about  rotation  and  delivery.  They  can 
be  kept  on  until  the  head  is  delivered  or  taken  oflE  after  well 
drawn  in  the  pelvic.  When  it  becomes  necessary  to  apply 
them,  it  is  best  to  deliver  while  under  anesthesia.  Unless  the 
head  is  rotated  before  applying  them,  they,  of  course,  have  to 
be  reapplied. 

Most  axis  traction  forceps  are  heavy  and  clumsy,  and  will 
cause  more  tear  than  thin  forceps,  and  because  they  have  to  be 
generally  reapplied  constitutes  an  objection  to  them. 

Personally,  when  it  becomes  necessary  to  apply  forceps,  I 
prefer  the  thin  blade  French  forceps,  applying  them  after 
the  head  has  been  turned  (rotated)  with  the  hand  in  the 
uterus,  and  while  the  head  is  still  held  with  the  hand,  for  on 
removal  of  the  hand  the  head  will  generally  slip  back  around 
to  the  posterior  position. 

When  the  cervix  is  dilated  well,  and  the  head  does  not  rotate 
readily  by  keeping  it  flexed,  it  is  my  rule  to  put  on  forceps 
and  deliver  at  once,  for  by  this  procedure  we  cause  no  tears, 
and  spare  the  woman  fatigue,  worry  and  pain,  and  the  obstet- 
rician time. 
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VAGINAL  CESAREAN  SECTION.* 

BY   W.   A.    HUMPHREY,  M.D. 

Vaginal  Cesarean  section  or  colpohysterotomy  owes  its 
present  popular  standing  among  obstetricians  largely  to  the 
efforts  of  Duhrssen,  so  much  so  that  it  is  spoken  of  as  Duhrs- 
sen's  Cesarean  section  more  frequently  than  by  any  other 
name. 

The  procedure  is  simple  and  safe  in  good  hands,  and  can  be 
employed  where  there  is  urgent  need  of  terminating  labor 
rapidly,  provided  the  pelvic  measurements  are  normal  or  so 
nearly  so  as  to  render  the  vaginal  route  feasible. 

Briefly  speaking,  vaginal  Cesarean  section  is  the  incision  of 
the  vaginal  walls  anteriorly  or  posteriorly  so  as  to  permit 
the  incision  of  the  anterior  and  posterior  cervical  lips  in  the 
median  line  up,  but  not  beyond,  the  peritoneal  reflections  for 
the  purpose  of  rapid  delivery  of  the  foetus  by  forceps  or 
version. 

The  operation  is  indicated,  first,  when  the  life  ot  the  mother 
is  threatened  and  the  cervix  is  rigid  and  unyielding. 

Second.  When  there  is  some  abnormality  of  the  cervix, 
cicatricial  stenosis  carcinoma,  which  renders  the  dilatation  by 
uterine  contraction  difficult  or  impossible  and  when  a  clean 
incision  is  preferable  to  the  uncertainty  of  forcible  divulsion 
with  the  liability  of  irregular  tears. 

Third.  When  the  life  of  the  foetus  is  endangered  and  rapid 
delivery  is  imperative  for  its  safety. 

Under  the  first  division,  viz.,  When  the  life  of  th«  mother 
is  endangered  and  the  os  is  rigid  and  the  cervix  is  unyielding. 

Eclampsia  furnishes  the  largest  percentage  of  this  class  of 
cases  and  will  continue  to  do  so  until  the  etiology  of  this  con- 
dition is  better  understood  and  prophylactic  measure  supplant 
surgical  procedure  therein.  Acting  with  our  present  knowl- 
edge the  sooner  the  uterus  is  emptied  the  better  for  both 
mother  and  child ;  grant  that  this  is  true  and  that  the  vaginal 
route  is  to  be  the  one  selected  we  are  to  elect  between  vaginal 
Cesarean  section  and  divulsion.  In  cases  in  which  labor  has 
not  commenced  when  convulsions  appear,  when  they  appear  in 
the  early  stage  before  much   advancement   has  been   made. 


♦Presented  to  the  Obstetrical  Society,  A.  I.  H.,  Detroit,  June  24,  1909. 
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vaginal  section  furnishes  the  most  scientific,  simple  and  accu- 
rate means  at  our  disposal.  Should  the  labor  be  well  ad- 
vanced when  seizure  appears,  we  can  many  times  deliver  as 
readily  with  forceps  as  by  any  other  means.  In  the  selection 
of  a  method  of  rapid  delivery  we  are  to  select  those  means 
only  which  conserve  the  best  interests  of  the  mother  and 
furnish  the  greatest  degree  of  safety  to  the  child  also.  Given 
a  case  of  eclampsia  it  becomes  imperative  to  select  a  method 
and  put  it  into  operation  at  once. 

When  little  or  no  advancement  is  made  the  merits  of  vaginal 
Cesarean  section  are  in  advance  of  all  others.  It  is  quick,  the 
shock  is  less,  and  the  danger  of  infection  is  reduced  to  a 
minimum.  It  is  a  question  of  a  few  minutes  only  to  make 
the  incision  and  apply  the  forceps  or  perform  version  and 
delivery.  The  suturing  of  the  incision  is  a  simpler  matter  than 
the  repair  of  accidental  injuries  where  other  methods  are  em- 
ployed. Compared  with  forcible  divulsion,  the  argument  is  all 
in  favor  of  an  incision  up  to  the  point  at  which  the  os  is  well 
dilated.  Divulsion  requires  more  time  and,  while  with  the 
powerful  instruments  in  hand  we  are  able  to  overcome  any 
resistance,  we  are  warranted  in  taking  the  risk  of  uncertain 
injuries,  extensive  shock  and  increased  liability  to  sepsis  by 
their  employment,  to  say  nothing  of  the  time  lost  in  waiting 
for  results.  The  accoucheur  is  much  more  liable  to  mflict 
injury  and  to  infect  his  patient  in  his  hurry  in  divulsion,  be- 
cause of  the  greater  time  required.  Knowing  this,  he  is  liable 
to  force  the  divulsion  beyond  the  point  of  safety,  employing 
as  he  does  a  means  of  power  of  which  he  may  underestimate, 

(a)  Rigidity  of  the  cervix.  This,  of  course,  is  a  relative 
term  and  exists  to  a  greater  or  lesser  degree  in  any  case.  The 
simplest  form  is  that  in  which  there  is  no  apparent  pathological 
change.  It  may  not  be  real  rigidity,  only  apparently  so,  due 
to  insufficient  pains.  We  all  find  this  condition  sometimes,  and 
sooner  or  later  have  to  interfere.  Rigidity  may  be  due  to  cica- 
trices, the  result  of  tracelorraphy,  amputation  of  the  cervix 
or  operations  upon  the  vagina  for  procidentia. 

Of  the  new  growths,  carcinoma  of  the  cervix  constitutes 
the  most  formidable.  This  condition  is  rare  in  practice,  and 
yet  its  ratio  of  times  present  to  the  number  of  cases  requiring 
interference  and  in  which  vaginal  Cesarean  section  was  per- 
formed is  best  shown  bv  the  statistics  collected  by  Duhrssen, 
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who  found  that  carcinoma  was  present  in  forty-five  cases  out  of 
two  hundred  and  forty-eight  in  which  vaginal  section  was 
done.  In  all  cases  of  carcinoma  it  should  be  the  imperation 
of  election ;  no  matter  what  the  means  employed  under  divul- 
sion  we  are  able  to  control  the  laceration  or  prevent  hemor- 
rhage as  surely  as  by  incision.  The  question  of  allowing  cases 
of  pregnancy  with  carcinoma  of  the  cervix  t:o  go  full  term 
and  then  perform  hysterectomy  after  delivery,  or  whether  hys- 
terectomy before  viability,  is  one  to  be  settled  by  the  individual 
operator  and  the  circumstances.  If  there  be  no  great  reason 
why  an  attempt  to  carry  the  pregnancy  to  term  should  be 
undertaken  early,  hysterectomy  should  be  done  in  the  interest 
of  the  mother.  Should  the  reverse  be  true,  then  the  former 
course  is  the  only  alternative. 

(c)   Faulty  position  of  the  uterus  and  cervix. 

Pregnancy  following  operations  for  fixation  are  sometimes 
amenable  to  vaginal  section,  although  the  abdominal  route  is 
the  one  to  be  selected  in  these  cases  (Peterson).  Ruhl  and 
Duhrssen  have  both  operated  successfully  through  the  vagina 
where  the  cervix  was  within  easy  reach. 

Third.  When  the  life  of  the  fcetus  is  threatened  and  the 
cervix  is  unyielding  and  rapid  delivery  is  necessary  to  save  the 
life  of  the  offspring. 

Craniotomy  upon  the  living  child  is  no  longer  a  justifiable 
operation.  Either  abdominal  or  vaginal  Cesarean  section  is  to 
be  the  operation  to  be  selected,  except  those  cases  in  which 
divulsion  can  be  readily  and  speedily  done,  other  conditions, 
such  as  weakened  foetal  heart  sound,  prolapsed  cord,  in  fact, 
many  of  the  complications  incident  to  dystocia  in  which  the 
pelvis  is  adequate  will  be  found  in  the  category  to  be  enumer- 
ated under  this  procedure. 

Preparation  of  the  Patient. — If  the  patient  be  in  the  hospital 
the  usual  preparation  will  be  made  by  the  staff  of  nurses  and 
assistants  for  vaginal  operations.  Should  the  case  be  in  a 
private  house  the  surgeon  may  be  obliged  to  make  the  prepa- 
ration himself.  He  will  save  much  valuable  time  in  prepara- 
tion by  providing  himself  with  two  pairs  of  rubber  gloves, 
one  of  which  is  large  enough  to  go  in  over  the  other.  After 
scrubbing  and  other  preparations  are  finished  it  is  but  a 
moment's  work  to  remove  the  outer  one  and  proceed  with  the 
surgical  work. 
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Technique  of  Vaginal  Cesarean  Section. — If  the  case  be  a 
primipara  it  may  be  necessary  to  dilate  the  vaginal  outlet. 
When  this  can  be  done  readily,  by  inserting  the  well  lubricated 
hand  in  the  shape  of  a  cone  it  will  be  all  that  is  necessary.  When, 
however,  sufficient  resistance  is  encountered  to  consume  valu- 
able time,  Duhrssen's  vulvo -perineal  incision  should  be  made. 
This  incision  commences  at  or  near  the  vulvo-vaginal  glands 
and  extends  downward  and  outward  for  a  distance  of  about 
two  inches,  until  the  levator  ani  muscle  is  severed.  One  or 
both  sides  may  be  incised  as  the  case  may  require. 

The  vaginal  orifice  having  been  enlarged  the  second  spet 
is  as  follows :  Insert  a  large  perineal  retractor,  ^rasp  the  an- 
terior cervical  lip  in  the  median  line  with  a  strong  vulcellum, 
make  sufficient  traction  to  put  the  tissue  upon  a  stretch.  In- 
cise the  mucous  membrane  in  the  median  line  from  the  point 
three-quarters  of  an  inch  below  the  meatus  to  the  cervical  lip. 
This  incision  at  this  point  is  cut  across  by  another  extending 
from  one  side  to  the  other  of  the  cervix.  We  now  have  an 
inverted  "T."  The  mucous  membrane  is  now  dissected  away 
from  the  cervix  by  means  of  gauze  sponges  up  to  the  bladder, 
which  is  pushed  upward  to  the  peritoneal  reflection.  It  is 
held  in  this  position  out  of  harm's  way  by  a  retractor  in  the 
hands  of  the  assistant.  We  now  grasp  the  cervix  on  both 
sides  of  the  median  line  and  with  scissors  incise  the  cervix 
upward  into  the  body  of  the  uterus.  Should  this  not  be  suffi- 
cient space  for  rapid  delivery  a  similar  incision  can  be  made 
in  the  posterior  median  line,  first  having  made  a  transverse 
incision  through  the  mucous  membrane  and  loosening  and 
pushing  upward  the  mucous  membrane  that  we  :iiay  not  f.nter 
the  cul-de-sac  when  making  the  incision  through  the  cervix. 
If  the  incision  follows  the  median  line  the  hemorrhage  is 
meagre. 

The  anterior  incision  through  the  mucous  membrane 
may  be  made  transversely  at  the  base  of  the  bladder,  fol- 
lowed by  loosening,  as  described  above,  and  the  incision  in  the 
cervix  may  include  all  tissues  at  once.  The  former  method 
possesses  the  one  advantage  of  better  drainage  by  closing  the 
wound  with  separate  sutures  for  the  mucous  membrane,  per- 
mitting buried  sutures  to  be  used  in  the  muscle  of  the  cervix. 
Delivery  can  now  be  made  by  forceps  or  version,  after  which 
the  incision  in  the  cervix  should  be  closed  by  continuous  catgut 
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sutures,  which  include  the  tissues  down  to  but  not  including 
the  mucous  membrane  of  the  cervical  canal.  The  loosened 
mucous  membrane  should  be  closed  with  interrupted  catgut 
sutures,  inserting  a  small  gauze  drain  between  it  and  the  mus- 
cular layer.  Cleanse  the  vagina  and  pack  with  a  light  packing 
of  iodoform. 

*    *    * 


THE  PROPHYLAXIS  OF  PUERPERAL  ECLAMPSIA. 

BY  DAVID  HARDIE^    M.D. 

I  have  sometimes  wondered  why  my  subject  has  received 
so  little  attention  in  our  medical  journals.  Is  it  because 
eclampsia  is  so  very  rarely  met  with,  that  we  need  not  trouble 
ourselves  about  the  question  of  its  prevention,  or  that  nothing 
can  be  done,  or  that  the  bulk  of  the  profession  already  do  all 
that  is  reasonably  possible  to  avert  it  ?  The  first  reason  must 
be  excluded,  the  second  may  be  a  matter  of  opinion,  the  third  is 
probably  the  most  generally  accepted  one.  All  the  more  reason, 
therefore,  why  we  should  know  what  the  general  practice  of 
medical  men  is  in  this  respect,  and  what  view  is  held  as  to  the 
possibility  of  its  prevention.  That  alone  is  my  reason  for  re- 
verting to  it  again.  Personally  I  do  not  believe  in  half  meas- 
ures ;  either  let  us  make  no  attempt  to  find  out  if  toxaemia  is 
present,  and  so  let  the  patient  take  whatever  risk  there  is  of 
convulsions,  or  do  thoroughly  what  we  think  is  necessary  to 
give  us  the  desired  information.  I  should  explain  at  once  that 
in  the  following  remarks  the  personal  element  is  evident,  for 
which  I  ask  pardon. 

In  a  previous  paper  I  endeavored  to  show  that  by  examining 
the  urine  at  stated  periods  during  the  last  months  of  pregnancy, 
we  might  be  so  forewarned  of  danger  that  measures  could  be 
adopted  whereby  eclampsia  might  be  largely  prevented.  It  was 
not,  nor  is  it  now,  my  intention  to  maintain  that  eclampsia 
could  be  prevented  altogether.  That  position  would  Jt)e  un- 
tenable in  the  face  of  past  clinical  evidence,  and  will  probably 
always  remain  so,  for  the  simple  reason  the  examinations  can- 
not be  made  daily  and  other  observations  cannot  be  of  a  con- 
tinuous nature.  If  it  were  not  so,  eclampsia  would  almost 
cease  to  exist.    As  it  is,  urinary  examinations  and  observations 


Digitized  by 


Google 


512  David  Hardie,  M,D, 

can  only  be  made  occasionally,  and  the  course  of  treatment 
must  be  so  mapped  out  on  these  occasions  as  to  meet  any 
emergencies  that  may  arise  during  the  interval.  The  shorter 
the  interval  the  more  these  emergencies  are  likely  to  be  suc- 
cessfully met.  Though,  therefore,  on  account  of  the  limited 
number  of  our  observations,  we  shall  necessarily  fail  some- 
times, if  we  can  control  early  toxaemia  in  some,  and  have  the 
option  in  others,  of  treating  our  patient  for  a  condition  where 
convulsions  are  only  threatening,  instead  of  being  under  the 
compulsion  of  treating  her  for  established  eclampsia,  our  ob- 
ject, so  far  as  it  is  practicable,  will  be  attained.  My  purpose 
is  to  emphasize  these  points,  and  to  show  that  our  object  is 
threefold — ^namely  ( i )  to  observe  whether  signs  or  symptoms 
of  toxaemia  present  themselves ;  (2)  to  prevent,  if  it  be  possible 
to  do  so,  our  patient  from  passing  from  what  may  be  a  bad 
condition  (subacute  toxaemia)  to  a  worse  (advanced  or  acute 
toxaemia)  ;  and  (3)  from  a  worse  to  a  worst  (eclampsia). 

When  called  upon  suddenly  to  attend  a  case  of  eclampsia 
we  are  generally  told  that  the  convulsions  have  come  on  without 
warning,  and  that  the  patient  had  been  previously  in  good 
health.  On  inquiry,  however,  we  find  that  the  feet  and  hands 
and  perhaps  the  face  had  been  puffy  for  some  time,  and  that 
she  had  suffered  from  headaches  and  perhaps  vomiting.  The 
medical  man  himself  knows  that,  if  the  urine  be  now  examined, 
albumen  will  almost  certainly  be  present,  and  that  it  had  prob- 
ably been  present  for  some  time.  These,  then,  are  the  danger- 
signals,  and  if  we  fail  to  see  them  it  is  mainly  because  we  have 
failed  to  look  for  them,  or  failed  to  do  so  sufficiently  often. 

Let  me  here  remark  that,  from  the  point  of  view  of  the 
prevention  of  eclampsia,  I  can  see  little  or  no  value  in  diflFcr- 
entiating  between  the  various  types  of  pregnancy  albuminuria. 
There  may  be,  as  our  best  authorities  assert,  an  oedemic  type, 
in  which  albuminuria  with  oedema  appears  at  a  comparatively 
early  stage  of  pregnancy  and  which  rarely  proceeds  to  convul- 
sions, and  an  eclamptic  type  of  the  later  stage;  but  it  seems 
to  me  that  the  distinction  is  one  of  no  vital  importance  to  the 
medical  attendant,  from  the  preventive  point  of  view.  There 
may,  in  the  one  case,  be  some,  and  in  the  other,  great  fear  of 
convulsions  supervening;  but  while  it  is  safe  to  prophesy  after 
the  event,  who  is  to  tell  beforehand  what  the  event  in  any 
case  may  be?    There  is  no  absolute  certainty  what  case  will 
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or  will  not  give  future  trouble,  no  matter  what  its  type  may  be. 
It  would  really  appear  as  if  the  difference  between  the  various 
types  of  albuminuria  in  pregnancy  is  only  a  difference  in  degree 
of  the  poison,  and  dependent  somewhat  on  the  time  of  its  evo- 
lution. For  these  reasons  not  only  must  every  case  of  preg- 
nancy be  under  supervision,  but  every  case  of  albuminuria  be 
looked  on  with  suspicion.  The  reason  for  this  is  specially  ob- 
vious in  the  case  of  primigravidae,  as  it  is  well  known  that 
the  majority  of  eclamptic  cases  belong  to  this  class.  The 
significance  of  this  fact  is  still  more  evident  when  it  is  remem- 
bered that  of  the  total  number  of  pregnancies  of  all  classes 
those  pregnant  for  the  first  time  are  largely  in  the  minority. 
If  a  selection  of  cases  be  made,  the  women  pregnant  for  the 
first  time  must  therefore  receive  special  attention. 

How,  then,  are  we  to  exercise  this  supervision,  and  especially 
how  are  we  to  do  so  without  exciting  suspicion  in  the  woman's 
mind  that  she  requires  special  care  or  that  she  is  an  invalid? 
This  is  an  important  point  to  remember,  but  by  the  exercise 
of  a  little  tact  and  by  bearing  in  mind  that  our  concern  for 
her  should  not  be  apparent,  or  as  little  apparent  as  possible,  it 
can  usually  be  accomplished.  Further,  I  am  convinced  that 
if  she  feels  that  it  is  the  universal  custom  of  medical  men  to 
examine  urine  in  pregnancy  no  idea  of  invalidism  will  suggest 
itself  to  her.  The  time  was  when  the  mere  use  of  the  clinical 
thermometer  in  the  lying-in  room  was  looked  on  with  suspicion 
by  the  patient  as  suggestive  of  fever ;  now  that  it  is  in  constant 
use  this  suspicion  has  vanished.  So  will  it  be  when  urinary 
examinations  are  made  in  pregnancy  as  a  matter  of  regular 
and  recognized  routine  practice. 

Instructions  when  engaged  to  attend  in  confinement. — ^While, 
therefore,  on  the  one  hand,  we  desire  to  keep  in  the  background 
the  suggestion  of  invalidism  on  the  part  of  the  paitent,  we 
feel,  on  the  other,  that  her  interests  would  best  be  served  if  we 
were  made  cognizant  of  the  presence  of  any  or  all  of  the  early 
sig[ns  or  symptoms  of  toxaemia  that  may  present  themselves 
during  the  course  of  pregnancy.  How  is  this  to  be  done? 
When  engaged  to  attend  are  we  to  request  the  patient  to  see 
us  should  she  at  a  later  date  have  swollen  hands  or  feet,  head- 
aches or  vomiting,  or  should  her  urine  become  scanty?  There 
are  patients  to  whom  such  a  request  would  create  suspicion 
of  all  sorts  of  dreadful  calamities  to  follow !    There  are  others 
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again  who  have  the  good  sense  to  feel  all  the  greater  confidence 
in  her  doctor  if  he  is  thus  interested  in  following  the  course 
of  her  pregnancy.  Each  medical  man  will  therefore  answer 
this  question  for  himself  according  to  the  temperament  of  his 
patient. 

After  giving  instructions  in  matters  of  general  personal 
hygiene,  there  are  two  points  on  which  I  insist  in  aJl  cases, 
and  let  me  remind  you  that  I  am  referring  to  a  woman  who 
may  not  be  far  advanced  in  pregnancy,  and  who,  at  the  moment, 
is  perfectly  well  and  presumably  free;  from  albuminuria.  One 
is  in  regard  to  food  and  the  other  to  the  urine.  I  specially 
emphasize  these,  because,  probably,  attention  to  diet  is  the 
best  preventive  of  eclampsia,  while,  so  far  as  I  know,  a  syste- 
matic examination  of  the  urine  is  the  easiest  and  most  certain 
way  of  discovering  whether  eclampsia  may  possibly  eventuate. 
At  least  it  is  the  first  essential  step,  though  others  will  neces- 
sarily follow. 

As  for  the  former  the  directions  are  simple.  No  change 
need  be  made  from  the  ordinary  dietary  of  the  household, 
except  that  animal  food  must  not  be  taken  more  than  once  a 
day  during  the  last  two  and  (in  the  case  of  primigravidae) 
three  months  of  pregnancy.  She  is  also  requested  to  avoid 
taking  a  heavy  meal  during  the  same  period.  These  instruc- 
tions are  given  not  merely  to  meet  any  contingency,  such  as 
the  possible  presence  of  albumen  in  the  urine,  that  might  arise 
between  the  dates  when  the  urine  is  examined,  but,  because 
since  less  physical  exercise  is  necessarily  taken,  the  total  intake 
of  food  should  be  on  a  correspondingly  reduced  scale.  This  is 
all  the  more  necessary  in  the  case  of  a  patient  whose  appetite 
is  particularly  good,  as  I  have  on  more  than  one  occasion  ob- 
served an  attack  of  eclampsia  to  be  preceded  by  a  heavy  meal. 
Beyond  attention  to  these  points,  no  further  restriction  is  made 
in  her  diet  during  the  course  of  pregnancy,  unless  at  my  re- 
quest at  a  later  date,  as  determined  by  the  state  of  the  urine. 
She  is  also  requested  to  drink  a  glass  of  water  night  and 
morning  and  between  meals. 

As  regards  the  urine,  it  matters  not  for  our  purpose  whether 
the  albuminuria  of  pregnancy  be  the  result  of  primary  disease 
in  the  kidney,  or  secondary  to  the  formation  of  toxins  of  cither 
maternal  or  foetar  origin.  That  point  may  be  left  for  elucida- 
tion by  those  who  have  the  time  and  scientific  acumen  to  do  so. 
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What  wo  do  know  precisely  is,  that  albuminuria  is  one  of 
the  most  constant  signals  of  danger.  It  has  been  said  that 
albumen  is  not  always  present  in  eclampsia,  while  by  some  it 
is  maintained  that  the  quantity  present  in  the  pre-eclamptic 
period  of  pregnancy  has  no  constant  pathological  significance. 
For  my  own  part  I  have  never  seen  it  absent  in  the  former, 
and  would  prefer  a  small  to  a  large  amount  in  the  latter.  I 
also  feel  more  satisfied  if  the  specific  gravity  is  high,  especially 
if  the  total  quantity  of  urine  is  not  reduced.  You  must  not 
imagine  that  I  make  an  elaborate  analysis.  Time  alone  will 
not  permit  of  this,  and  besides,  until  we  know  something  more 
of  the  etiology  of  the  conditions,  it  is  unnecessary  for  our 
purpose.  I  merely  wish  to  know  if  albumen  is  present,  and, 
as  a  rough  estimate  of  the  elimination  of  solids,  the  specific 
gravity.  A  microscopical  examination  may  sometimes  follow, 
but  only  as  a  matter  of  interest. 

When  engaged  to  attend  in  confinement,  I  request  the  patient 
to  send  me  samples  of  urine  on  dates  written  out  for  her 
guidance.  I  do  not  know  that  we  can  specify  the  time  when 
an  examination  may  first  be  made.  It  would  certainly  be  ad- 
visable to  begin  as  soon  as  we  are  notified  of  the  pregnancy, 
and  we  may  either  do  this  or,  in  order  to  make  it  as  little 
irksome  to  her  as  possible,  have  a  fixed  period  in  the  later 
months  of  pregnancy  for  doing  so.  Now  we  know  that  eclamp- 
sia is  rare  before  the  beginning  of  the  eighth  month,  and  still 
more  rare  before  the  seventh,  and,  for  the  reason  given,  I  have 
hitherto  examined  it  for  the  first  time  in  the  later  months  of 
pregnancy.  Till  recently,  I  made  the  first  examination  at  the 
beginning  of  the  eighth  month  in  all  cases,  and  repeated  it  at 
the  middle  and  end  of  the  same  month  and  thereafter  weekly. 
In  all,  seven  or  eight  examinations  were  made,  whether  albu- 
men were  present  or  not.  For  reasons  to  which  I  shall  again 
refer,  I  should  be  more  satisfied  to  make  them  in  future  weekly 
from  the  beginning  of  the  eighth  month,  and  to  begin  a  month 
earlier  in  primigravidae. 

Instruction  in  sub-acute  toxaemia. — We  shall  suppose  that 
the  first  notification  of  toxaemia  has  been  received  by  the  pres- 
ence of  albumen,  and  we  have  to  decide  whether  we  should 
see  the  patient.  So  far  as  the  case  has  gone  there  has  been  no 
albumen,  and  if  this  continued  absent,  there  would  be  no  need 
to  see  her  from  the  time  of  the  engagement  until  labor  begins. 


Digitized  by 


Google 


5i6  'David  Hardie,  M.D. 

As  soon  as  albumen  appears,  however,  and  especially  if,  on 
more  than  one  occasion,  the  case  is  different,  as  we  desire  to 
know  if,  in  addition  to  this,  the  patient  has  headaches,  vomit- 
ing, or  oedema.  Perhaps  the  person  who  brings  the  urine 
may  be  able  to  inform  us  on  these  points,  and  if  so,  instructions 
in  diet  may  be  given  without  necessitating  a  visit.  All  the 
better  if  it  succeeds ;  should  it  not,  an  interview  is  desirable. 

I  shall  not  enter  into  details  of  treatment,  but  submit  a  few 
general  remarks.  It  is  generally  agreed  that  milk  is  the  ideal 
food  in  pregnancy  albuminuria,  and  how  far  other  articles  of 
diet  may  be  combined  with  it  will  depend  upon  the  character 
and  intensity  of  the  signs  and'  symptoms,  and  upon  the  time 
of  their  appearance.  When  there  is  not  much  albumen  nor 
much  oedema,  and  no  headache  or  vomiting,  farinaceous  foods 
may  be  combined  with  it,  and  either  fish  or  fowl  g^ven  once 
a  day.  Special  care  must  be  taken  to  avoid  a  large  meal,  should 
the  patient  have  a  particularly  good  appetite.  In  most  cases 
that  are  carefully  dieted  the  albumen  entirely  disappears ;  but 
should  this  not  follow,  I  feel  fairly  satisfied  if  it  can  be  kept 
under  control,  especially  in  the  absence  of  other  symptoms.  If 
there  is  headache  or  occasional  vomiting  also  present,  and  a 
larger  amount  of  albumen,  the  diet  should  consist  of  milk,  green 
vegetables,  such  as  French  beans  and  cabbage,  and  a  liberal 
allowance  of  fruit.  In  order  to  remove  the  former  and  to 
keep  the  albuminuria  under  control,  the  milk  may  have  to  be 
reduced  to  a  minimum,  perhaps  even  to  a  pint  and  a  half  a  day. 

I  would  especially  remark  that  the  later  m  pregnancy  the 
^bimien  or  other  signs  appear,  the  more  the  diet  must  be 
restricted,  as,  part  from  the  eclamptic  type  of  nephritis  at 
this  stage,  there  is  no  time  to  try  a  less  severe  diet,  such  as 
one  would  be  inclined  to  do  if  they  appeared  at  an  earlier  date. 
Again,  less  exercise  should  also  be  taken,  and  much  benefit 
may  result  from  resting  a  few  hours  daily,  so  as  to  compensate 
for  any  reduction  in  diet  that  may  be  prescribed,  and  to  provide 
less  waste  products  for  elimination.  The  more  marked  the 
general  symptoms,  the  more  this  is  necessary,  and,  indeed, 
in  some  cases,  she  should  be  kept  in  bed  altogether. 

When  there  is  a  large  amount  of  oedema,  fluids,  including 
milk,  should  be  largely  cut  off  for  the  time  being.  There  are  al- 
ready gallons,  it  may  be,  of  water  in  the  connective  tissues,  not 
only  of  no  use,  but  actually  in  the  way,  and  if  this  were  intro- 
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duced  into  the  vascular  system  and  excreted  by  the  skin  and  kid- 
neys, it  would  not  only  dilute  the  toxins,  but  carry  them  away, 
just  as  effectually  as  fluids  given  by  the  stomach.  A  little  milk 
to  drink,  farinaceous  foods,  fruit,  and  vegetables,  citrate  and 
acetate  of  potash,  and  a  few  days'  rest  in  bed  will  generally 
remove  the  oedema,  and  thereafter  we  may  start  afresh  with 
a  fairly  liberal  allowance  of  milk  and  any  other  article  of  diet 
that  we  consider  right,  according  to  the  condition  of  the 
patient. 

The  bowels  should,  of  course,  in  all  cases  be  attended  to, 
and  if  an  aperient  is  necessary,  I  know  of  nothing  better  than 
Epsom  salts.  My  experience  of  thyroid  extract  is  limited,  and 
the  results  are  doubtful. 

Treatment  for  impending  eclampsia, — Should,  in  spite  of 
these  means,  the  albumen  increase,  the  headaches  become  per- 
sistent, vomiting  begin  or  get  worse,  and  drowsiness  appear, 
and,  especially,  should  pain  in  the  epigastric  region  be  com- 
plained of,  we  may  be  perfectly  certain  that  convulsions  are 
near  at  hand.  What  is  to  be  done?  I  would  decidedly  place 
first  in  importance  the  absolute  withdrawal  of  food,  including 
even  milk,  while  water,  and  water  alone,  is  given,  if  there  is  not 
much  oedema,  until  there  is  a  marked  improvement  in  the  s)rmp- 
toms.  This  is  generally  observed  within  twelve  hours;  but 
the  improvement  is  not  sufficiently  established  to  warrant  us  in 
resuming  the  milk  diet,  and  for  from  thirty-six  to  forty-eight 
hours  I  give  the  patient  nothing  but  water  to  drink.  She  makes 
no  complaint,  but  rather  appears  grateful  that  she  is  not  asked 
to  take  food,  and  in  the  end  looks  all  the  fitter  on  this  starvation 
fare.  Secondly,  a  pint  of  saline  fluid  should  be  passed  into  the 
lower  bowel  every  two  or  four  hours.  Thirdly,  the  skin  must 
be  made  to  act,  and  I  find  nothing  answers  better  for  this  pur- 
pose than  plenty  of  blankets  and  hot  bottles  round  the  patient. 
Purgatives  and  diuretics  should  also,  if  possible,  be  given,  but 
they  may  not  be  retained  by  the  stomach,  and  in  that  case 
we  have  to  rely  entirely  on  saline  injections  and  on  our  efforts 
to  keep  the  skin  acting  well.  Vomiting  is,  however,  not  with- 
out its  compensations,  as  it  is  not  only  attended  by  a  reduction 
in  blood  pressure,  but  is  really  a  safeguard  in  the  event  of  any 
attempt  being  made  to  give  milk  to  drink  before  the  improved 
condition  of  the  patient  warrants  it. 

As  soon  as  there  is  a  response  to  this  treatment  and  there  is 
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free  perspiration,  the  question  next  arises  whether  pregnancy- 
should  be  prematurely  terminated.  This,  I  think,  depends  upon 
whether  the  patient  has  been  previously  put  on  a  restricted 
diet.  Is  she  has  not,  attention  to  this  point,  after  the  disap- 
pearance of  urgent  symptoms,  may  enable  her  to  go  to  full 
term ;  but  if,  on  the  other  hand,  she  has,  then  the  sooner  labor 
is  now  brought  on  the  better.  This  I  do  by  introducing  a  large- 
size  bougie  well  up  into  the  uterus.  Labor  pams  do  not,  as  a 
rule,  set  in  for  36  hours,  but  this  is  beneficial,  because  the  pa- 
tient will  meantime  be  so  relieved  of  toxins  that  the  onset  of 
uterine  contractions,  with  the  increased  blood  pressure  and 
reflex  activity  attending  them,  will  be  less  likely  to  promote 
convulsions.  When  labor  is  well  advanced  she  may  now  be 
given  milk  to  drink  freely,  the  phenacetin  or  aspirin  being 
also  continued  until  the  child  is  delivered. 

To  put  the  matter  briefly,  in  cases  of  impending  convul- 
sions, starve  the  patient,  obtain  free  action  of  the  skin,  use 
saline  injections  to  dilute  the  poison  and  to  help  elimination  by 
the  kidneys  and  skin,  induce  labor,  if  this  is  decided  upon,  and 
resimie  milk  diet  when  the  latter  is  well  established.  In  carry- 
ing out  this  treatment  the  object  aimed  at  is,  wherever  or 
whatever  the  fons  malt  may  be,  to  throttle  down  the  inlet  and 
to  open  well  the  exhaust.  The  former  is  as  essential  as  the 
latter,  and  only  those  who  have  seen  it  can  appreciate  at  its  full 
value  the  marked  improvement  that  follows  such  treatment. 

Nearly  ten  years  ago,  the  importance  of  examining  the  urine 
in  pregnancy  was  very  decidedly  brought  home  to  me  in  the 
case  of  a  patient  who,  within  a  period  of  only  a  few  days,  be- 
came almost  blind,  as  our  president  will  tell  you,  from  optic 
neuritis,  but  who,  after  induction  of  premature  labor,  recov- 
ered, in  time,  perfect  vision.  Although  since  that  time  I  have 
been  in  the  habit  of  examining  it  fairly  regularly,  I  have  cer- 
tainly not  done  so,  until  recent  years,  in  a  systematic  manner, 
and  unless  this  is  done  I  am  convinced  that  we  may  as  well 
leave  it  alone  and  let  the  patient  take  her  chance  of  eclampsia. 
So  far  as  my  experience  of  urinary  examinations  in  pregnancy 
goes  the  cases  may  be  divided  into  the  following  classes:  i 
Those  in  whom  the  urine  is  free  from  albumen ;  this  represents 
70  per  cent.  2.  Those  in  whom  albuminuria  is  slight,  not  con- 
stant, and  disappears  entirely.  This  represents  18  per  cent. 
3.  Those  in  whom  it  is  more  largely  present  and  persists  to  the 
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end ;  this  represents  the  remaining  12  per  cent  This  class  must 
be  divided,  however,  into  two  important  sub-classes,  one  in 
which  the  albumen  never  assumes  large  proportions,  and, 
indeed,  in  the  majority  of  cases,  is  reduced  and  brought  by 
diet  to  the  vanishing  point,  and  another  in  which  the  amount 
is  so  large  that  the  urine  may  be  nearly  solid  on  boiling.  The 
latter  is  exceedingly  rare,  and  represents  those  cases  that  either 
have  or  are  threatening  to  have  eclampsia,  and  my  contention 
is,  that  they  would  be  still  more  rare  if  sufficient  warning  of 
danger  were  given.  This,  of  course,  is  the  point,  and  the 
question  is — Gan  this  warning  be  obtained?  I  can  only  say 
that,  personally,  I  have  seen,  as  I  am  sure  you  all  have  done, 
several  cases  that,  though  not  as  yet  in  the  advanced  stage 
of  toxaemia,  gave  every  indication,  from  general  signs  and 
symptoms,  apart  from  the  state  of  the  urine,  that  they  would 
have  been  there,  and  two  cases  that  were  actually  in  this  stage 
and  would  certainly  have  reached  the  stage  of  convulsions 
were  it  not  for  the  timely  warning  of  danger  given  me,  in  the 
first  instance,  by  the  condition  of  the  urine.  I  have  been  so 
impressed  by  the  occurrence  of  these  cases  that  when  the  pa- 
tient has  actually  reached  tliis  advanced  stage  or  has  eclamp- 
sia the  question  arises  in  one's  mind  whether  it  may  not  be  due 
to  a  large  extent  to  some  defects  in  our  method  of  observation. 
In  order  to  show  you  what  I  mean  I  shall  briefly  relate  two 
cases  of  the  eclamptic  type  which  occurred  in  my  practice,  with- 
in a  few  days  of  each  other,  some  three  months  ago. 

Both  patients  were  pregnant  for  the  first  time,  one  at  the  end 
of  the  seventh  and  the  other  the  eighth  month.  In  the  former 
case  I  had  just  made  the  first  urinary  examination,  on  the 
date  fixed  upon  three  months  previously.  Albumen  was  pres- 
ent to  the  extent  of  one-half.  This  was  the  first  indication 
that  anything  was  amiss,  and  considering  it  advisable  to  visit 
the  patient  I  found  she  had  suffered  from  frequent  attacks  of 
vomiting  and  headaches.  I  put  her  on  a  purely  milk  diet  and 
ordered  Epsom  salts  and  a  diuretic  and  rest  for  a  few  hours 
daily.  Three  days  later  the  urine  was  almost  solid  on  boiling, 
there  was  some  drowsiness,  and  the  vomiting  was  more  persist- 
ent. It  was  clearly  necessary  to  terminate  pregnancy,  if  convul- 
sions or  other  serious  complications  were  to  be  prevented,  as 
under  this  regime  her  condition  retrogressed.  Accordingly  I  put 
her  on  the  treatment  already  described  for  threatened  convul- 
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sions,  and  after  a  few  hours  induced  labor.  When  uterine  pains 
set  in,  36  hours  afterwards,  the  vomiting  and  headache  had 
gone,  and  her  general  condition,  except  for  the  urine,  which  was 
now  quite  solid  on  boiling,  had  improved  in  every  respect.  No 
convulsions  supervened,  and  she  made  an  uninterrupted  re- 
covery. The  child  lived,  and  is  doing  well  on  the  breast.  The 
urine  cleared  up  greatly  the  day  after  the  confinement,  but 
there  is  still  a  faint  trace  of  albiunen  in  the  evening. 

In  the  other  case,  I  had  examined  the  urine  on  two  occa- 
sions with  a  negative  result.  On  the  third  occasion,  at  the  end 
of  the  eighth  month,  and  two  weeks  from  the  previous  examin- 
ation, there  was  a  fair  amount  of  albumen  present.  I  visited 
her  that  afternoon  and  found  she  had  suffered  from  headaches, 
while  there  was  oedema  of  the  face  and  extremeties.  She 
expressed  herself  as  feeling  very  well.  She  was  put  on  a 
milk  diet,  much  to  her  regret^  as  she  was  a  hearty  eater,  but 
was  allowed  fish  or  fowl  once  a  day.  The  latter  was  a  mis- 
take, as  the  sequence  shows.  Three  days  afterwards  the 
amount  of  albumen  had  largely  increased,  and  milk  alone  was 
given.  She  was  also  requested  to  take  Epsom  salts  every 
morning  and  to  rest  in  bed.  These  directions  came  too  late, 
for  convulsions  came  on  early  next  morning,  being  preceded 
for  an  hour  or  two  by  severe  gastric  pain.  On  my  arrival 
I  injected  morphia  gr.  j/i,  and  had  her  promptly  removed  to 
a  private  hospital.  She  had  three  convulsions  in  rapid  suc- 
cession before  removal,  but  at  this  stage  of  the  case,  none  after. 
The  usual  treatment  was  carried  out,  except  that  on  account 
of  vomiting  no  drugs  could  be  given.  When  the  skin  began  to 
act  the  vomiting  stopped,  and  thereafter  water  and  phenacetin 
were  given.  Twelve  hours  after  admission  the  urine  was  solid, 
and  I  induced  labor.  Dr.  Love  saw  her  with  me  in  the  evening 
and  concurred  in  the  treatment.  Milk  was  resumed  when 
the  second  stage  of  labor  was  reached.  In  this  case  no  milk 
had  been  given  from  the  onset  of  convulsions  till  this  time — 
60  hours  after  admission.  Her  recovery  was  uneventful,  ex- 
cept that  on  the  whole  of  the  second  day  after  delivery  she 
complained  of  constant  pain  in  the  region  of  the  epigastrium. 
It  was  suggestive  of  convulsions,  and  sure  enough  she  had  one 
that  night.  Next  morning  the  pain  had  vanished.  It  reminded 
me  of  a  storm  that  had  to  burst,  its  discharge  leaving  her  intel- 
lect all  the  clearer  and  her  general  comfort  all  the  greater 
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because  of  its  occurrence.  The  child  lived  and,  though  at  first 
puny,  has  grown  on  the  breast  to  be  a  fine  child.  The  urine 
was  free  frcxn  albumen  on  the  third  day. 

In  commenting  on  these  cases  I  must  first  of  all  express 
regret  at  not  having  applied,  in  the  one  that  had  eclampsia, 
when  the  condition  was  first  recognized,  the  same  treatment 
as  I  did  in  the  other,  but  at  the  moment  she  did  not  seem  to 
desperately  ill.  It  emphasizes  the  need  to  take  all  the  less  risk, 
the  nearer  the  patient  is  to  full  term,  especially  if  she  eats 
heartily.  Again,  there  can  be  no  doubt  the  warning  given 
was  not  sufficient  to  prevent  grave  toxaemia  in  both  instances. 
Are  we,  then,  to  conclude  that  urinary  examinations  are  of  no 
practical  value  in  this  direction,  or  that  the  value  received 
is  not  commensurate  to  the  trouble  in  making  them?  This 
certainly  would  be  a  bold  assertion  to  make.  Even  as  it  was, 
I  was  able  in  the  one  case,  by  examining  it  for  the  first  time 
at  the  end  of  the  seventh  month,  to  detect  the  presence 
of  severe  toxaemia,  and  so  to  take  measures  for  prevent- 
ing the  development  of  eclampsia,  while,  in  the  other,  I 
find  some  comfort  in  the  thought  that  possibly  convulsions 
would  have  been  less  under  control  had  the  patient  not  been 
put  on  a  reduced  diet  for  some  days  previously.  That  so  far 
is  satisfactory,  especially  so  in  the  first  case ;  but  I  should  have 
been  more  satisfied  had  I  received  earlier  notification  of  danger 
in  both  cases,  so  that,  in  the  one,  advanced  toxaemia,  and  in 
the  other,  eclampsia  might  possibly  have  been  averted.  It 
seems  to  me  that  that  object  could  have  been  attained,  in  the 
one  case,  by  earlier,  and  in  the  other,  by  more  frequent  exam- 
ination of  the  urine.  One  cannot,  of  course,  be  certain  of  this 
without  positive  proof,  but  I  am  convinced  from  watching 
analogous  cases  of  albuminuria  in  pregnancy,  that  albumen 
was  present  for  at  least  some  days  before  it  was  detected  by 
examination.  If  that  be  so,  the  question  revolves  round  the 
point  as  to  the  frequency  with  which  these  examinations  should 
be  made,  and  I  fancy  we  cannot  be  far  wrong,  if,  in  general 
practice,  they  be  made  weekly. 

The  lesson,  then,  to  my  mind,  to  be  learned  from  these  is, 
that  the  urine  should  be  examined  weekly  from  the  beginning 
of  the  eighth,  and  in  primigravidae  the  seventh  month  onwards, 
and  bi-weekly  if  suspicious  symptoms  arose.  In  the  event  of 
albumen  appearing,  w«  sould  have  the  satisfaction  of  knowing 
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that  it  has  been  present  for  six  days  at  the  most,  and  that  there- 
fore the  diet  could  be  regulated,  severely  if  necessary,  possibly 
before  profound  toxaemia  has  become  established,  while  in  the 
event  of  the  latter  developing,  in  spite  of  this  dietary,  we  should 
have  the  opportunity  of  treating  it,  or  of  ending  pregnancy 
prematurely,  before  convulsions  supervened.  In  other  words, 
the  treatment  for  toxaemia^  in  a  mild  form  should  take  the 
place  of  that  in  a  more  grave  form,  while  the  treatment  for  the 
latter,  where  convulsions  are  threatening,  should  take  the  place 
of  that  now  so  often  required  for  eclampsia.  This  at  least  is 
our  objective,  and  if  we  cannot  always  reach  this  ideal,  we  can 
make  an  honest  attempt  to  do  so. 

One  other  point.  If  the  systematic  examination  of  urine 
in  pregnancy  gives  information  whereby  we  may  use  means  for 
controlling  toxaemia,  and  in  some  cases  preventing  eclampsia, 
how  are  we  to  meet  the  case  of  those  who  engage  only  a  mid- 
wife to  attend  them  or  who  go  direct  to  a  lying-in  hospital? 
As  regards  the  former  it  is  probably  too  much  to  expect  mid- 
wives  to  examine  urine,  but  they  should  certainly  not  be  con- 
sidered fit  for  registration  unless  they  can  do  so,  and  not  only 
know  how  to  manage  a  simple  case  of  labor,  but  are  able  to 
recognize,  amongst  other  things,  the  s)miptoms  that  are  sug- 
gestive of  approaching  eclampsia.  By  keeping  in  touch  with 
the  women  they  are  to  attend  they  would  thus  be  able  to  advise 
when  a  medical  man's  services  were  required  before  it  was  too 
late.  We  cannot,  however,  hope  to  meet  the  needs  of  this 
class  of  patient  until  we  have  a  law  prohibiting  unregistered 
midwives,  except  in  outlying  districts,  from  attending  women 
in  labor. 

The  case  of  those  who  go  to  a  lying-in  hospital  is  still  less 
easy  to  meet,  as  these  have  neither  medical  man  nor  nurse 
interested  in  their  welfare.  There  are  some  of  them,  however, 
who  arrange  beforehand  with  the  hospital  authorities  to  receive 
them  when  the  time  for  labor  arrives,  and  such  should  be  com- 
pelled to  send  specimens  of  urine  weekly  until  they  are  ad- 
mitted. There  are  others  again  who  seek  refuge  in  some  char- 
itable institution  during  the  last  month  or  two  of  pregnancy, 
prior  to  their  admission  to  hospital,  and  if  the  former  were 
affiliated  to  the  latter,  and  general  supervision  by  a  competent 
matron  in  charge,  under  the  direction  of  members  of  the  medi- 
cal staff,  carried  out  during  their  stay  in  this  institution,  there 
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is  probably  no  class  of  case  that  could  receive  more  careful 
attention  than  these.  The  urine  might  easily  be  examined 
and  further  observations  made  daily,  and  should  this  be  done 
I  have  not  the  least  hesitation  in  saying  that  amongst  such 
patients  eclampsia  would  be  a  thing  of  the  past 

*    *    * 

THE  ALBUMINURIC  RETINITIS  OF   PREGNANCY. 

BY    J.    L.    GIBSON,    M.D. 

It  may  be  worth  while,  as  a  supplement  to  Dr.  Hardie's 
interesting  paper,  to  call  attention  to  a  serious  condition  which 
is  apt  to  supervene  as  a  result  of  the  albuminuria  of  pregnancy, 
which  is,  of  course,  averted  if  the  prophylactic  measures  he 
advocates  are  taken  and  are  successful,  but  which,  if  not  pre- 
vented, calls  for  immediate  action  on  the  part  of  the  medical 
attendant.  I  refer  to  the  albuminuric  retinitis  of  pregnancy. 
The  observation  of  some  eight  or  more  cases  of  this  serious 
affection  has  led  me  to  support  very  strongly  the  opinion  that 
the  onset  of  albumuninuric  retinitis  calls  for  the  induction  of 
labor  without  delay,  because  its  onset  indicates  that  the  tox- 
aemic  condition  of  the  blood  has  reached  a  state  so  serious  that 
the  time  for  less  radical  measures  has  been  overstepped.  If 
this  state  is  permitted  to  persist,  not  only  is  eclampsia  very 
likely,  but  permanent  damage  to  the  kidneys  will  have  resulted 
with  persistence  of  albuminuria,  as  well  as  permanent  and 
serious  damage  to  sight. 

The  occurrence  of  albuminuric  retinitis  in  a  case  of  kidney 
disease,  not  associated  with  pregnancy,  makes  it  necessary 
to  give  a  very  serious  prognosis.  It  is,  in  fact,  pretty  generally 
accepted  that  such  a  patient  will  not  survive  its  onset  for  two 
years.  I  cannot  myself  recall  a  case  of  albuminuric  retinitis 
not  associated  with  pregnancy  who  has  lived  as  long  as  two 
years  after  its  recognition. 

The  prognosis,  when  albuminuric  retinitis  occurs  during 
pregnancy  is  much  less  serious  provided  that  means  are 
taken  to  relieve  the  uterus  of  its  contents.  If  it  be  recog- 
nized early,  and  the  uterus  emptied  promptly,  no  permanent 
damage  may  result  either  to  kidneys  or  to  sight. 

If,  on  the  other  hand,  the  warning  be  neglected  and  the 
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case  be  allowed  to  continue  until  it  either  aborts  itself  or 
reaches  full  term,  not  only  is  permanent  damage  done  to  the 
eyes,  but  to  the  kidneys  also,  and  albuminuria  is  apt  to  persist, 
even  although  the  case  may  escape  eclampsia. 

Evidently  persisted  albuminuria  subsequent  to  pregnancy 
even  when  associated  with  permanent  results  of  albuminuric 
retinitis  in  each  fundus  oculi  has  not  the  same  serious  signifi- 
cance as  the  same  symptoms  when  connected  with  kidney 
disease  not  a  result  of  pregnancy.  Such  cases  may,  indeed, 
live  for  many  years.  That  they  are,  however,  in  constant 
danger  is,  I  think,  suggested  by  the  following  case: 

Patient,  aged  37  years,  referred  to  me  in  1906  for  eye  exam- 
ination on  account  of  persistent  albuminuria  and  severe  migraine 
attacks.  These  dated  from  a  pregnancy  eight  years  previously. 
She  stated  that  she  was  blind  before  labor  was  induced  at  eight 
months.  A  stillborn  child  resulted.  Her  blood  pressure  at 
the  time  I  saw  her  had  been  ascertained  by  Dr.  Turner,  who 
referred  her  to  me,  to  be  high,  viz.,  210.  Vision:  Right  eye, 
6-60 ;  left  eye,  6-9  partly.  Right  disc  in  a  state  of  partial  post- 
neuritic atrophy,  and  a  number  of  retinitic  spots  throughout  the 
fundus.  Left  disc  in  a  state  of  slighter  post-neuritic  atrophy, 
and  a  number  of  retinitic  spots  in  the  fundus  encroaching  on 
the  macular  region.  I  found  i  diopter  of  hypermetropic  astig- 
matism in  each  eye ;  its  correction  gave  her  right  eye  6-24,  left 
eye  6-6  partly,  and  she  obtained  immediate  relief  from  head- 
aches and  to  her  eyes.  Of  this  she  was  very  satisfied.  This 
relief  persisted  for  the  remaining  month  of  her  life.  She  died 
as  a  result  of  sudden  increase  of  her  kidney  trouble,  probably 
as  a  result  of  a  chill,  just  one  month  after  I  saw  her.  She  had, 
until  her  last  illness,  been  hardly,  if  at  all,  in  worse  health 
than  for  some  years. 

That  the  future  outlook  may  be  very  hopeful,  in  spite  of  very 
serious  albuminuric  retinitis,  provided  the  attendant  recognizes 
the  trouble  early  and  acts  promptly,  is  proved  by  a  case  I  saw 
ten  years  ago  in  consultation  with  Dr.  Hardie.  It  was  before 
he  grasped  the  importance  of  his  present  attitude,  or  he  might, 
he  says,  have  been  able  to  pilot  her  to  full  term  without  such 
serious  trouble.  Fortunately,  however,  she  was  watched  care- 
fully, and  the  result  was  eminently  satisfactory,  except  that  a 
living  child  was  brought  into  the  world  a  few  weeks  before 
its  time. 
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The  patient  was  within  two  or  three  weeks  of  her  "full 
term."  She  had  noted  for  a  week  that  her  sight  was  less  good 
than  usual  and  progessively  less  good.  There  was  no  oedema 
of  the  feet  nor  elsewhere,  but  on  the  day  before  I  saw  her  the 
urine  had  contained  half  albumen.  Otherwise  apparently  she 
was  in  good  health. 

I  found  her  vision  6-36  with  each  eye.  Marked  optic  neuritis 
in  each  disc,  tortuous  retinal  veins,  and  large  white  patches 
of  exudation  into  the  retina  around  each  disc,  chiefly  above  it. 
One  patch  in  the  left  fundus  was  near  the  macula,  but  the 
centre  of  neither  macular  region  was  more  than  oedematous 
looking.  Immediate  induction  of  premature  labor  was  decided 
upon,  and  a  healthy  child  was  born  next  morning. 

Twenty  days  afterwards  I  had  an  opportunity  of  examining 
her  eyes.  She  stated  that  after  I  saw  her,  sight  had  become 
still  worse  before  it  began  to  improve.  Examination  of  each 
fundus  confirmed  this.  Vision  had  improved  to  right  eye  6-18, 
left  eye  6-24.  The  appearance  of  each  fundus  at  this  stage 
deserves  record. 

Right  Eye. — Optic  neuritis  still  present.  No  outline  to  disc, 
but  practically  no  swelling  in  the  disc.  Stellate  retinitic  figure 
at  the  macular  region,  but  the  central  1-3  of  the  macula  was 
pink  and  nearly  natural  looking.  There  were  several  white 
patches  of  exudation  between  the  disc  and  the  macula,  and 
some  large  ones  which  had  been  previously  noted  were  still 
above  and  to  the  outer  side  of  the  disc.  A  small  blood  red 
spot  below  the  macula,  and  several  white  patches  below  it 
also. 

Left  Eye. — Pretty  similar  to  the  right  fundus,  except  that 
the  stellate  figure  at  the  macular  region  was  larger  and  the 
central  area  apparently  free  from  disease  at  the  macula  was 
smaller.  Found  to  be  nearly  emmetropic. 

Two  months  after  confinement  vision  was:  Right  eye  6-9 
and  some  of  6-6,  left  eye  6-9  and  one  of  6-6.  Fundus  appear- 
ances still  very  marked,  but  improving.  Three  months  after 
confinement :  Vision,  some  of  6-6  with  each  eye.  Still  marked 
evidences  of  trouble  in  each  fundus.  Five  months  after  con- 
finement: Each  fundus  much  improved,  though  remains  of 
trouble  more  marked  than  her  sight  would  lead  one  to  expect. 

Eight  months  after  confinement  vision  was  6-5  with  each 
eye.    A  few  faint  spots  could  still  be  seen  around  the  macular 
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region  of  each  eye.  Report  of  urine :  No  albumin  in  the  morn- 
ing, merest  trace  at  night. 

1  had  an  opportunity  of  examining  each  fundus  6^  years 
later.  Vision  was  6-5  partly  with  each  eye.  Right  fundus 
very  perfect.  Even  macular  region  shows  no  mark  of  previous 
disease.  In  the  left  fundus  there  was  one  small  white  spot 
above  the  macular  region.  The  outer  edge  of  each  disc  was  a 
little  irregular.  The  patient  still  enjoys  good  health  and  good 
sight. 

The  following  case  would  have  been  much  more  satisfactory 
had  she  not,  I  believe,  insisted  on  going  full  term. 

Aged  35  years.  Complained  of  seeing  badly  for  more  than 
16  days  prior  to  the  birth  of  her  first  baby,  at  full  term.  Al- 
bumin found  in  urine  16  days  before  birth  of  child.  No 
eclampsia.  Eyes  examined  two  weeks  after  labor.  Then 
vision  was,  fingers :  Right  eye  at  i  J^  yards,  left  eye  2j^  yards. 
Subsiding  optic  neuritis,  large,  pale  discs,  many  patches  of 
exudation  into  each  retina,  and  large  area  of  trouble  at  each 
macular  region.  Still  albumin  in  urine,  though  much  less. 
Four  months  later  said  to  have  no  albumin.  Sight  had  im- 
proved a  good  deal,  though  still  very  defective.  Vision  6-18 
and  part  of  6-12.  Left  a  trifle  better.  Marked  evidence  of 
disease  in  each  fundus,  specially  between  each  disc  and  macular 
region ;  in  fact,  occupying  the  whole  area  between  discs  and 
maculae  and  apparently  including  the  latter.  Her  sight  has 
not  improved,  I  believe,  beyond  6-12  partly,  though  her  con- 
finement occurred  about  a  year  ago.  I  do  not  expect  further 
improvement,  in  fact  I  did  not  expect  as  much. 

The  conclusion  from  such  cases  to  me  seems  evident.  It  is 
the  duty  of  the  medical  attendant  when  albuminuric  retinitis 
supervenes  to  bring  on  labor  without  delay,  and  to  refuse  to 
take  the  responsibility  of  the  case,  if  his  advice  is  not  adopted. 
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DYSMENORRHOEA 

BY    G.    £.    HERMAN,    M.D. 

I  wish  to  sa/  more  clearly  and  positively  what  I  have  already 
stated  in  print,  and  as  emphatically  to  state  my  dissent  from 
what  is  taught  in  many  textbodcs. 

The  first  thing  I  wish  to  say  is  that  dysmenorrhea  is  a  disease, 
and  not  a  symptom. 

About  one-third  of  all  women  menstruate  without  pain. 
These  happy  beings  also  have,  as  a  rule,  good  appetites ;  they 
sleep  soundly,  and  they  are  not  easily  tired ;  they  have  healthy 
nervous  systems. 

There  is  before  and  dtu-ing  menstruation  some  increase  in 
vascular  tension  and  rise  of  temperature.  In  patients  who  are 
ill  or  weak,  the  effect  of  this  is  to  reduce  the  strength  of  the  ner- 
vous system,  and  to  make  them  more  sensitive  to  pain;  and 
hence  such  patients  have  pain  before  and  during  menstrua- 
tion. In  most  women  this  pain  is  only  slight ;  they  feel  uncom- 
fortab-e,  but  there  is  nothing  in  their  appearance  or  behavior 
to  announce  to  their  friends  or  acquaintances  that  menstrua- 
tion is  present  or  imminent.  The  degree  to  which  the  patient 
is  incapacitated  by  this  pelvic  aching  depends  upon  the  strength 
of  her  nervf)us  system — that  is,  upon  her  power  of  resisting 
pain.  If  she  is  neurasthenic,  she  may  feel  so  ill  that  she  may 
wish  to  keep  in  bed.  Whether  she  does  so  or  not  will  depend 
upon  circumstances.  One  patient  of  mine,  a  married  woman 
with  children,  told  me  that  she  had  always  kept  in  bed  for  a  day 
or  two  each  month  ever  since  menstruation  began.  I  happened 
to  know  that  before  her  marriage  she  had  been  a  hospital  nurse, 
and  I  asked  whether  she  went  to  bed  each  month  while  she 
was  nursing  in  the  hospital.  She  said :  *'  No ;  I  had  to  keep 
up."  I  have  no  doubt  there  are  numbers  of  young  women 
earning  their  living  in  various  ways — servants,  shopgirls,  bar- 
maids, actresses,  teachers — who,  if  circumstances  permitted, 
would  be  glad  to  lie  down ;  but  they  prefer  to  put  up  with  the 
pelvic  aching  rather  than  rim  a  risk  of  losing  their  situations. 
In  these  patients  there  is  nothing  the  matter  with  any  pelvic 
organ.  The  case  is  that  the  nervous  system  is  weak,  so  weak 
that  its  power  of  resistance  to  pain  breaks  down  under  the 
stress  of  menstruation.     One  writer  applies  to  cases  of  this 
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kind  the  term  '^neurasthenic  dysmenorrhea."  The  objection 
to  this  term  is  that  it  suggests  that  the  uterus  is  at  fault,  and 
that  therefore  the  uterus  should  be  treated.  In  these  cases 
there  is  nothing  the  matter  with  any  pelvic  organ ;  the  uterus 
is  only  fulfilling  a  physiological  function,  and  no  good,  but 
possibly  much  harm,  can  come  from  meddling  with  it 

In  nearly  every  local  disease  that  causes  pain  this  pain  is 
worse  about  the  time  when  menstruation  beg^s  The  drag- 
ging of  prolapse,  the  sacral  aching  caused  by  a  retroverted 
uterus,  the  pain  of  salpingo-oophortitis  and  pelvic  peritonitis 
are  all  worse  at  this  time.  But  the  pain  is  not  the  acute  spasms 
of  dysmenorrhoea ;  it  is  the  usual  pain  of  prolapse,  or  retro- 
version, or  pelvic  peritonitis,  as  the  case  may  be,  rather  worse 
tlian  usual.  We  may  explain  it  by  saying  that  it  is  agg^vated 
by  the  pelvic  congestion  which  precedes  menstruation,  or  that 
it  is  more  felt,  owing  to  the  weakened  state  of  the  patient's 
nervous  system.  We  may,  it  is  true,  meet  with  cases  of  pain- 
ful pelvic  disease  who  mention  first,  as  the  reason  why  they 
sefk  advice,  the  menstrual  pain  they  suflfer;  but  further  in- 
qmry  will  elicit  that  the  menstrual  pain  is  only  one  incident, 
and  that  there  is,  or  has  been,  similar  pain  at  other  times  also. 
It  is  true,  also  that  local  disease  confers  no  immunity  against 
genuine  dysmenorrhea,  and  a  patient  may  have  real  dys- 
menorrhoea as  well  as  pain  in  the  pelvis  caused  by  a  local 
morbid  condition. 

In  many  nervous  diseases  the  symptoms  are  worse  when 
menstruation  is  approaching  or  beginning.  This  is  often  the 
case  in  neuralgia,  epilepsy,  chorea,  mania,  migraine,  etc.  But 
aggravation  of  nervous  symptoms  by  temporary  lessening  of 
the  resisting  i>ower  of  the  nervous  system  is  not  dysmenor- 
rhoea. In  a  few  cases  some  nervous  disease  may  be  compli- 
cated with  actual  dysmenorrhoea ;  but  it  is  an  accidental  com- 
plication only.  Such  terms  as  "menstrual  epilepsy,"  which 
imply  dependence  of  disease  on  menstruation,  have  an  ill  effect, 
because  they  have  led  both  doctors  and  patients  to  think  that 
benefit  in  these  diseases  will  follow  the  stoppage  of  menstrua- 
tion. This  is  not  the  case.  No  benefit,  in  these  diseases,  fol- 
lows removal  of  the  ovaries. 

Now  I  come  to  recant  my  own  errors.  I  have  written  of 
obstructive  dysmenorrhoea;  but  I  think  this  would  be  better 
called  by  a  different  name.     I  have,  like  many  others,  written 
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about  "  membranous  dysmenorrhoea."  The  term  implies  that 
there  is  a  resemblance,  indeed  an  identify,  between  the  pain 
caused  by  obstruction  to  the  exit  of  the  menstrual  flow,  or  by 
tlie  presence  of  a  membrane,  and  the  very  severe  pain  of  dys- 
menorrhoea. 

If  **  dysmenorrhoea  "  be  restricted  to  what  I  think  should 
be  its  proper  meaning,  and  is  used  to  denote  morbidly  painful 
uterine  contractions  accompanying  menstruation,  then  there  is 
no  such  thing  as  obstructive  dysmenorrhoea.  There  is  some- 
times obstruction  to  the  exit  of  menstrual  fluid,  but  if  pain  is 
caused  by  such  obstruction  it  is  only  slight.  I  have  seen  more 
than  once  a  vaginal  portion  with  a  circular  external  os  so  small 
that  it  would  not  admit  the  ordinary  uterine  sound,  but  the 
patient's  menstruation  was  painless.  After  amputation  of  the 
cervix,  the  opening  into  the  uterine  cavity  is  sometimes  con- 
tracted by  scar  tissue  but  menstrual  pain,  if  present,  is  not 
severe.  In  congenital  atresia  of  the  genital  passage  leading 
to  retention  of  menstrual  fluid,  although  the  history  usually  is 
of  slight  monthly  attacks  of  pain,  yet  cases  occur  in  which  with 
retention  of  menses  lasting  over  years,  and  forming  a  tiimor 
palpable  by  the  abdomen,  there  has  been  no  pain.  I  am  not 
acquainted  with  any  such  case  in  which  the  pain  has  been  any- 
thing like  that  of  dysmenorrhoea.  Therefore,  I  think  these 
cases  are  better  spoken  of  in  language  that  denotes  the  anat- 
tomical  condition  present — ^namely,  stenosis  or  atresia. 

''Membranous  dysmenorrhoea^'  is  understood  to  mean  pain 
caused  by  the  menstrual  decidua  being  shed  in  one  or  more 
pieces  instead  of  in  a  pulp.  I  dare  say  most  of  us  here  are 
or  have  been  under  the  impression  that  this  is  a  disease  both 
rare  and  painful.  But  I  doubt  its  being  either  rare  or  painful. 
Those  of  us  who  have  thought  it  so  have  formed  that  judg- 
ment from  the  observations  of  a  few  sensitive,  intelligent,  ob- 
servant, and  reflective  patients.  The  patients  have  come  to  us 
because,  being  sensitive,  they  had  monthly  pain ;  because  they 
had  pain,  being  intelligent  they  examined  their  discharges; 
being  observant,  they  perceived  in  them  solid  lumps ;  and  being 
reflective,  it  occurred  to  them  that  these  solid  lumps  might 
be  the  cause  of  the  pain ;  and  so  they  preserved  the  membranes 
and  brought  them  to  us.  But  those  who  have  instructed  nurses 
to  thoroughly  examine  what  passes  from  every  menstruating 
woman  have  found  that  bits  of  membrane  are  passed  far  more 
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frequently  than  is  supposed.  Scanzoni  found  them  in  two- 
thirds  of  women.  Such  a  frequency  suggests  doubt  as  to 
whether  the  passage  of  membrane  should  be  regarded  as  dis- 
ease. The  pain  when  membranes  are  passed  is  seldom  great. 
When  a  miscarriage  takes  place  the  substance  passed  is  bigger 
tlian  the  menstrual  decidua ;  but,  as  every  one  knows,  a  doctor 
is  not  usually  summoned  to  a  woman  who  is  aborting  on  ac- 
count of  the  severity  of  the  pain.  Further,  I  have  taken  into 
hospital  patients  who  came  for  treatment  on  account  of  men- 
strual pain,  and  who  produced  membranes  which  they  had 
passed;  and  in  the  hospital,  without  local  treatment,  but  only 
the  benefit  of  rest,  sound  sleep,  and  good  food,  these  patients 
menstruated,  passed  membranes  as  usual,  but  without  pain.  I 
draw  the  conclusion  that  most  patients  who  pass  membranes 
with  pain,  suffer  pain  not  because  membranes  are  passed,  but 
because  their  nervous  systems  are  weak;  in  other  words,  that 
pain  in  passing  membranes  is  not  dysmenorrhoea,  but  a  mani- 
festation of  neurasthenia. 

The  disease  to  which,  in  my  opinion,  the  term  *'  dysmenor- 
rhoea "  should  be  restricted  consists  in  painful  uterine  contrac- 
tions which  accompany  menstruation.  The  pain  has  distinc- 
tive characters.  Not  all  cases  are  alike  in  severity,  but  in  the 
worst  ca.ses  the  pain  is  far  more  severe  than  any  other  kind 
of  pain  felt  in  the  pelvic  region  without  physical  signs  of  dis- 
ease. Acute  peritonitis  may  cause  severe  pain.  But  in  peri- 
tonitis there  are  physical  signs — rise  of  temperature  and  pulse, 
and  fixation  of  the  uterus.  In  the  worst  cases  of  dysmenor- 
rhoea the  patient  writhes,  perspires,  vomits,  sometimes  faints 
with  the  severity  of  the  pain.  The  pain  is  not  relieved  by 
lying  down.  In  pain  due  to  inflammation  or  congestion  of  de- 
pendent paits  of  the  body  the  patient  feels  better  when  she  is 
lying  down.  But  the  pain  of  dysmenorrhoea,  not  only  is  not 
relieved  by  recumbency,  but  if,  as  often  is  the  case,  in  obedience 
to  maternal  advice  the  patient  keeps  in  bed,  she  cannot  lie  still, 
she  rolls,  wriggles,  and  writhes  with  pain.  Another  feature 
of  the  pain,  besides  its  great  severity,  is  its  short  duration.  The 
discomfort  produced  by  the  monthly  congestion  of  the  pelvic 
organs  begins  some  days,  sometimes  even  a  week  or  more,  be- 
fore the  flow  appears,  and  it  lasts  until  the  flow  is  nearly  or 
quite  over.  There  are  remissions  in  its  severity,  and  the  dura- 
tion of  the  attacks  and  remissions  is  usually  two  or  three  hours. 
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The  spasmodic  pain  of  dysmenorrhoea  only  lasts  a  few  hours, 
seldom  longer  than  twenty-four  hours,  and  the  duration  of 
each  spasm  of  pain  is  commonly  only  a  minute  or  two,  about 
as  long  as  a  labor  pain.    It  generally  begins  with  the  flow. 

I  know  absolutely  nothing  of  the  cause  or  causes  of  dys- 
menorrhoea. I  know  of  no  criteria  from  which  to  predict  that 
a  particular  girl  who  is  approaching  puberty  when  she  men- 
struates will  have  acute  spasmodic  pain;  nor  is  anything 
known  to  me  from  which  I  can  predict  that  a  young  woman 
who  has  menstruated  for  a  few  years  without  pain  will  sud- 
denly come  to  suffer  severely  when  this  function  returns.  As  I 
am  unable  to  predict  that  pain  will  occur,  it  follows  that  I  am 
equally  unable  to  prevent  it.  Anteflexion,  smallness  or  conical 
shape  of  the  vaginal  portion,  and  smallness  of  the  os  exter- 
num are  conditions  regarded  as  morbid  by  certain  practitioners. 
People  who  study  disease  as  it  is  seen  in  the  dead  body  never 
find  any  morbid  effects  from  these  conditions.  If  they  were 
really  malformations  capable  of  setting  up  trouble  in  connec- 
tion with  menstruation,  that  trouble  would  always  date  from 
the  beginning  of  the  function.  The  view  that  dysmenorrhoea 
depends  upon  a  malformation  is  to  me  inconsistent  with  the 
clinical  experience  that  in  about  one-third  of  the  cases  the  pain 
suddenly  begins  after  years  of  painless  menstruation. 

There  arc  those  who  say  that  dysmenorrhoea  is  usually  due 
to  endometritis.  This  kind  of  endometritis  is  like  the  so-called 
malformations — a  disease  unknown  to  those  who  examine  dead 
bodies.  I  do  not  believe  that,  except  very  rarely  as  a  result 
of  accidental  infection  or  a  new  growth,  endometritis  exists  in 
virgins.  As  in  two-thirds  of  the  cases  the  pain  dates  from 
the  time  of  the  first  menstruation,  the  endometritic  theory  pos- 
tulates that  endometritis  occurs  not  only  in  virgins  but  in  girls 
at  puberty.    Of  this  there  is  no  evidence. 

There  is  a  disease  in  which  we  know  at  least  the  immediate 
cause  of  dysmenorrhoea.  I  refer  to  cases  in  which  the  uterus 
contains  a  small  fibroid,  and  the  uterine  contractions  are  forc- 
ing it,  first  out  of  the  uterine  wall  into  the  uterine  cavity,  and 
then  through  the  cervical  canal  into  the  vagina.  In  these  cases 
the  pain  is  often  severe  and  of  the  dysmenorrhoeal  spasmodic 
character.  These  cases,  nevertheless,  do  not  im^lidatc  my 
statement  as  to  our  ignorance  of  the  causes  of  dysmenorrhoea ; 
for  we  know  not  why  fibroids  grow ;   we  can  neither  predict 
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nor  prevent  their  growth,  and  if  we  find  a  uterus  enlarged  by 
what  we  take  to  be  a  small  fibroid,  which  is  not  at  present  giv- 
ing trouble,  we  cannot  tell  whether  it  will  grow  larger  or 
not,  whether  it  will  be  expelled  into  the  vagina  or  not. 

Some  writers  who  have  not  earned  to  recognize  the  disease  » 
that  I  am  speaking  of,  begin  their  advice  as  to  the  treatment 
of  pain  with  menstruation  by  telling  the  pupil  that  he  ''should 
improve  the  general  health."  This  is  a  platitude  that  applies 
to  every  patient,  man,  woman,  or  child.  The  writer  might  as 
well  go  on  to  say  that  the  patient  should  have  enough  to  eat 
and  sufficient  clothing.  I  know  no  condition  of  the  general 
health  that  has  anything  to  do  with  the  productions  of  dysmen- 
orrhoea.  Lilce  many  other  nervous  symptoms,  it  is  apt  to 
occur  in  young  women  with  highly-developed  sensitive  nervous 
systems ;  but  I  know  of  no  signs  distinctive  enough  to  enable 
us  to  predict  tliat  a  particular  girl,  when  she  menstruates,  will 
do  so  with  pain.  When  dysmenorrhoea  arises  after  years  of 
painless  menstruation  patients  often  have  an  explanation  of 
their  own  for  it — such,  for  instance,  as  some  mental  or  phy- 
sical shock  or  strain.  There  are  few  patients  who,  if  they 
are  invited  to  think  of  something  that  may  have  made  them 
ill,  and  will  search  their  memories  hard  enough,  cannot  find 
some  occurrence  in  their  lives,  which  will  suit.  But  I  have 
not  been  able  to  elicit  any  incident  which  has  preceded  dysmen- 
orrhoea as  frequently  as  anything  which  was  really  a  cause  of 
the  disease  should  have  done. 

With  dysmenorrhoea  there  is  often  indifference  or  repug- 
nance to  sexual  intercourse.  This  may  be  so  although  inter- 
course is  neither  difficult  nor  painful,  and  such  patients  are 
generally  sterile.  In  such  cases  cure  of  the  dysmenorrhoea 
will  often  at  once  produce  sexual  desire  and  enjo}Tnent,  some- 
times soon  followed  by  pregnancy.  I  cannot  say  to  what  pro- 
portion of  cases  the  above  statements  apply,  because  the  mat- 
ter cannot  be  inquired  into  as  a  matter  of  routine,  but  I  have 
been  told  of  it  often  enough  to  make  me  sure  that  it  is  more 
than  a  coincidence.  In  one  case  the  patient's  dysmenorrhoea 
was  cured  at  a  time  when  her  husband  was  abroad,  and  the 
patient  told  me  that  she  looked  forward  to  her  husband's  re- 
turn with  feelings  different  from  any  that  she  had  ever  before 
experienced. 

Ttiis  close  association  of  dysmenorrhoea  with  imperfection 
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of  the  reproductive  function  seems  to  me  to  mark  this  disease 
as  one  sui  generis.  There  is  no  such  association  with  any  other 
kind  of  menstrual  pain,  or  with  any  other  morbid  condition 
of  the  pelvic  organs  that  I  know  of. 

I  have  already  said  that  one  of  the  most  distinctive  features 
of  dysmenorrhoea,  as  contrasted  with  pains  of  other  kinds 
made  worse  by  menstruation,  is  the  extreme  severity  of  the 
pain.  This  terrible  pain  reduces  the  pain-resisting  power  of 
the  nervous  system.  The  consequence  is  that  reflected  pain  is 
felt  over  the  skin  supplied  with  sensory  nerves  from  the  elev- 
enth dorsal  to  the  second  lumbar  segments  of  the  spinal  cord. 
Touch  the  skin  over  this  region  while  a  patient  with  dysmen- 
orrhoea is  menstruating  and  she  winces  at  once.  When  dys- 
menorrhoea has  existed  for  years,  the  result  of  the  of-repeated 
periodical  reduction  of  the  strength  of  the  patient's  nervous 
system  is  that  this  reflected  pain  comes  to  last  longer  and 
longer,  until  at  length,  after  many  years,  it  may  be  practically 
continuous.  I  have  also  mentioned  vomiting  as  an  effect  of  the 
spasms  of  pain.  At  first  the  vomiting  only  occurs  when  the 
patient  is  in  pain;  but  as  years  go  by  the  vomiting,  like  the 
pain,  lasts  each  month  longer  and  longer;  and  I  have  known 
and  published  elsewhere  the  details  of  a  case  in  which  a  pa- 
tient died  exhausted  by  incessant  vomiting  and  inability  to  re- 
tain food,  for  which  vomiting  no  cause  was  discovered  ex- 
cept dysmenorrhoea;  but  I  must  admit  that  no  post-mortem 
examination  was  made. 

Dysmenorrhoea  has  no  tendency  to  spontaneous  cure.  The 
only  cure  other  than  by  medical  treatment  is  child-bearing.  Al- 
though the  co-ordination  of  the  menstrual  and  sexual  func- 
tion are  both  imperfect,  and  consequently  the  meeting  in  utero 
of  the  germ  cell  and  the  sperm  cell  is  not  helped  as  it  should 
be  yet,  nevertheless,  the  germ  cell  and  the  sperm  cell  may  meet, 
and  pregnancy  occur ;  and  then,  in  most  such  cases,  dysmenor- 
rhoea is  cured. 

One  cannot  help  having  some  theory  of  the  disease.  My 
own  is  that  dysmenorrhoea  exists  because  the  centre  in  the 
spinal  cord,  or  in  the  sympathetic  system  which  should  regu- 
late the  movements  of  the  genital  canal,  is  imperfectly  devel- 
oped. The  vagina,  uterus,  and  Fallopian  tubes  are  muscular 
organs,  like  the  intestine.  During  labor  there  is  contraction 
of  the  uterus  to  expel  the  child.    There  are  morbid  kinds  of 
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uterine  contraciion  which  I  need  not  here  dwell  upon.  During 
the  sexual  orgasm,  I  believe  there  is  a  co-ordinated  muscular 
action  of  the  Fallopian  tubes,  uterus,  and  vagina,  having  for  its 
object  to  help  the  ovum  into  the  uterus,  and  also  the  spermato- 
zoa into  the  uterus.  In  a  normal  painless  menstruation  there 
are  contractions  of  the  body  of  the  uterus,  and  dilatation  of 
the  cervix,  so  that  the  menstrual  flow  is  expelled  without  pain 
or  difficulty.  My  theory  is  that  in  dysmenorrhoea  this  natural 
dilatation  of  the  cervix  is  absent,  and,  in  consequence,  the  con- 
tractions of  the  uterine  body  are  morbidly  violent  and  painful. 
The  only  physical  sign  that  I  think  I  have  observed  in  cases 
of  dysmenorrhoea  is  difficulty  in  dilating  the  cervix.  I  say, 
**  I  think  "  because  I  have  no  way  of  measuring  the  amount 
of  force  used  in  passing  each  dilator ;  and  my  impression  may 
not  be  correct.  But  every  now  and  then  one  meets. with  a 
case  in  which  the  nature  of  the  monthly  pain  is  not  clear,  or  a 
patient  who  has  little  or  no  monthly  pain,  but  is  sterile,  and 
wishes  to  leave  nothing  undone  that  can  possibly  favour  preg- 
nancy. In  such  cases  I  have  advised  and  performed  dilation 
of  the  cervix  as  a  possible,  rather  than  a  probable,  source  of 
benefit.  My  experience  has  led  me  to  expect  that  when  the 
cervix  dilates  slowly  and  with  difficulty  the  dilatation  will  cure 
the  dysmenorrhoea;  but  that  when  one  dilator  after  another 
slips  in  without  more  than  trifling  resistance,  the  object  of  treat- 
ment will  probably  not  be  attained.  The  disease  is  not  from 
obstruction.  Although  I  have  conjectured  that  the  pain  is  be- 
cause physiological  dilatation  or  relaxation,  if  that  word  be 
preferred,  does  not  take  place,  yet  the  canal  in  its  undilated,  un- 
relaxed  state  is  quite  big  enough  to  let  the  patient  bleed  to  death 
through  it.  In  fact,  yoimg  virgins  have  bled  to  death  through 
the  cervical  canal.  Nobody  has  ever  yet  seen  retention  of  blood 
in  the  uterine  cavity  as  the  result  of  dysmenorrhoea,  even  when 
the  vaginal  portion  is  supposed  to  be  infantile,  or  long,  or 
conical. 

As  to  Treatment, — I  shall  not  discuss  the  palliative  treat- 
ment— that  is,  the  relief  of  pain  when  it  has  arrived.  It  resolves 
itself  into  the  local  application  of  heat  and  swallowing  of  reme- 
dies. The  cure  is  to  prevent  the  arrival  of  the  pain.  Every 
case  of  dysmenorrhoea  can  be  cured.  The  unfailing  cure  is  to 
stop  menstruation.  The  question  is  whether,  in  a  particular 
case,  this  remedy  is  not  worse  than  the  disease.  Fortunately 
it  is  seldom  that  this  extreme  measure  is  required. 
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The  first  and  simplest  treatment  is  medicinal.  If  drug  treat- 
ment fails,  the  next  thing  is  to  dilate  the  cervix.  This  is  best 
done  with  metal  bougies,  and,  when  the  patient  is  young  and 
unmarried,  under  anaesthesia.  As  a  rule,  the  passage  of  bougies 
up  to  No.  12  on  the  catheter  ^cale  is  enough  to  cure  the  patient, 
but,  if  the  patient  is  anaesthetized,  it  can  be  carried  a  little  fur- 
ther without  harm,  and  possibly  greater  certainty  of  cure.  In 
tlie  days  of  my  professional  youth  it  was  the  general  practice 
to  cut  through  the  vaginal  portion  with  scissors,  in  one  or  more 
places,  and  this  was  often  successful.  But  dilatation  is,  I  think, 
more  certain,  for  it  dilates  the  whole  canal,  and  not  the  os  ex- 
ternum only.  If  the  os  externus  is  very  small  and  circular,  I 
should  still  advise  its  division,  to  avoid,  in  case  of  subsequent 
pregnancy,  slowness  of  the  first  stage  of  labor. 

Most  cases  of  dysmenorrhoca  are  cured  by  dilatation.  The 
relief  may  last  throughout  the  whole  subsequent  duration  of 
the  menstrual  function.  It  may  last  only  for  a  few  months,  and 
then  a  repetition  of  the  dilatation  may  lead  again  to  relief,  this 
time  probably  of  longer  duration.  I  know  no  more  of  the  cause 
of  the  relapse  than  of  the  original  cause  of  the  disease.  If  the 
patient  is  married,  the  dilatation  favors  pregnancy. 

The  natural  cure  for  the  disease  is  pregnancy.    This  involves 
the  utmost  possible  dilatation  of  the  cerivx,  the  dilator  being 
the  baby's  head.    But  this  cure  is  not  available  for  every  patient. 
Unfortunately,  it  must  be  admitted  that  there  are  cases  in 
which  all  treatment  fails,  and  the  pain  is  very  severe.    I  have 
already  pointed  out  how  each  monthly  storm  of  pain  breaks 
down  the  resistance  of  the  nei-vous  system  more  and  more  so 
that  the  reflected  pain  comes  to  be  more  widely  and  severely 
felt,  and  lasts  longer  each  month,  until  the  patient  becomes 
an  invalid  for  many  days  each  month.    If  when  the  patient  is 
reduced  to  this  condition  she  yet  has  no  prospect  of  marriage, 
and  is  willing  to  renoimce  the  potentiality  of  maternity,  I  think 
she  is  entitled,  if  she  chooses,  to  be  cured  by  having  menstrua- 
tion stopped — that  is,  by  having  her  ovaries  removed.    Special 
circiunstances  may  induce  us  to  listen  to  this  request  from  a 
young  woman.    If  she  has  no  relatives  who  can  support  her,  if 
she  cannot  keep  any  situation  because  of  the  illness  which  each 
n!<»ith  prostrates  her,  and  all  other  treatment  has  failed,  what 
1$  to  be  done? 

This  brings  me  to  the  reason  why  the  limitation  of  the  term 
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"dysmenorrhoea"  is  not  a  mere  verbal  quibble  or  pedantic 
futility.  To  so  limit  the  word  is  to  recognize  that  genuine  dys- 
menorrhoea  is  a  different  thing  from  disease  the  symptoms 
of  which  are  worse  when  the  patient  menstruates.  In  cases,  for 
instance^  such  as  what  one  writer  calls  *'  neurasthenic  dysmen- 
orrhoea,"  which  means  a  patient  with  neurasthenia  who 
feels  worse  about  the  time  of  menstruation,  after  stop- 
ping menstruation  by  removing  the  ovaries,  the  patient  is  no 
better,  for  menstruation  is  not  the  only  thing  that  makes  such 
patients  worse ;  and  very  likely  the  disappointment  of  the  relief 
she  hoped  for,  and  the  sense  of  the  value  of  the  potentialities 
she  had  lost,  will  make  her  worse.  So  with  so-called  menstrual 
epilepsy,  neuralgia,  etc.,  taking  out  the  ovaries  only  removes 
an  occasional  exciting  cause ;  it  does  not  cure  the  patient,  and 
may  make  her  worse.  But  if  the  primary  original  disease  was 
dysmenorrhoea,  and  the  added  neurasthenia  has  been  produced 
by  the  severity  of  the  pain  with  menstruation,  the  patient  will 
be  cured  if  menstruation  is  stopped.  Before  advising  so  grave 
a  measure  as  oophorectomy  the  great  thing  is  to  be  sure  that 
the  pain  and  the  prostration  spring  from  menstruation  and  from 
nothing  else.  The  practitioner  will  be  in  an  unenviable  posi- 
tion who  hastily  proposes  removal  of  the  ovaries  for  a  few 
attacks  of  colic  due  to  flatulence  or  constipation.  But  careful 
observation  ought  to  prevent  such  a  mistake. 

*  •!•  * 

INDICATIONS  FOR  POSTERIOR  VAGINAL  SECTION 
AND  ITS  RESULTS. 

BY  ARTHUR  R.   GRANT,  M.D. 

Opening  the  Pouch  of  Douglas  through  the  vaginal  vault 
or  posterior  fornix  furnishes  perfect  dependent  drainage  of  the 
pelvis  with  no  shock,  and  a  risk  so  small  that  it  can  hardly  be 
computed. 

A  very  few  surgeons  use  the  anterior  section  for  their  ap- 
proach to  the  pelvic  perioneum,  notably  Olshausen  and  Orth- 
mann  of  Berlin  and  Wolf  of  New  York  City ;  but  careful  study 
of  their  technic  confirms  me  in  my  belief  that  only  in  excep- 
tional cases  is  it  superior  and  to  be  recommended. 
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It  is  almost  as  easy  to  write  briefly  upon  Indications  for 
Abdominal  Section  and  its  results,  as  upon  Vaginal  Section 
with  any  idea  of  fully  covering  the  subject,  for  almost  all 
operations  upon  the  pelvic  viscera  have  been  performed  by  this 
route.  There  are  conditions,  however,  in  which  this  procedure 
has  been  as  successful  in  my  experience  that  it  has  seemed 
worth  while  to  emphasize  them. 

The  technic  is  simple.  With  vulva  and  vagina  rendered 
aseptic  and  patient  in  lithotomy  position,  the  cervix  is  grasped 
with  strong  valsella  and  a  transverse  incision  one  inch  long 
made  at  the  cervico-vaginal  fold  down  to  uterine  fibre;  the 
finger  then  dissects  between  posterior  surface  of  the  uterus 
and  peritoneal  covering,  and  opens  through  the  peritoneum 
into  the  Pouch  of  Douglas,  all  of  which  may  be  accomplished 
in  a  few  minutes. 

This  procedure  may  be  done  on  an  ordinary  table  with  one 
assistant  if  the  thighs  are  supported  by  a  Kelly  strap  or 
Clover's  crutch. 

I  use. this  incision  preliminary  to  operation  for  salpinigitis 
and  ovaritis  with  and  without  pelvix  abscess,  leaving  a  tube 
or  cigarette  drain  in  situ  when  the  abdomen  is  opened,  but  in 
many  cases  completing  the  necessary  work  on  the  tubes  with- 
out abdominal  interference.  Whether  the  infection  is  due  to 
gonorrhoea  or  absorption  the  method  is  the  same. 

In  exhaustive  peritonitis  and  abscess  this  is  the  very  safest 
procedure, — and  in  appendicular  peritonitis  in  the  female  I 
have  found  dependent  abscesses  frequently  that  could  only  be 
so  drained. 

Perhaps  one  of  the  most  important  indications  for  vaginal 
drainage  exists  in  the  operation  for  large  myoniata,  with  or 
without  hysterectomy.  Here  vaginal  drainage  should  always 
be  established,  in  my  judgment,  for  the  very  considerable  mor- 
tality of  all  surgeons  is  caused,  I  am  confident,  by  infection  of 
blood  and  serum  in  the  cul  de  sac,  which  should  be  drained 
away  from  the  field. 

After  treatment. — ^The  patient  is  put  to  bed  in  Fouler  posi- 
tion ;  the  tubes  or  drains  are  left  in  place  for  3  or  4  days  if 
the  temperature  does  not  rise  after  48  hours,  and  a  vaginal 
douche  given  once  daily  thereafter;  patient  sitting  up  on  the 
tenth  day. 

In  conclusion. — It  is  good  practice  for  any  gynecologist. 
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even  though  he  may  not  have  ready  access  to  a  hospital,  to 
open  and  drain  the  Pouch  of  Douglas  for  pelvic  inflammation, 
the  earlier  the  better. 

It  is  good  practice  for  the  surgeon  who  contemplates  attack- 
ing the  pelvic  viscera  to  make  his  exploratory  incision  via 
vagina  when  many  times  he  can  complete  his  operation  without 
shock  and  without  danger,  and  with  a  speedier  convalescence. 
And  lastly,  vaginal  drain  should  precede  or  follow  a  celiotomy 
for  large  uterine  tumors  or  hysterectomies. 

The  results  of  applying  vaginal  section  more  freely  as  a 
means  of  exploration  in  doubtful  cases  and  for  dependent 
drainage  in  peritonitis  and  in  conjunction  with  abdominal  sec- 
tion is  to  decrease  mortality,  both  by  applying  a  harmless 
procedure  in  mild  cases  and  eliminating  retension  of  infec- 
tious fluid  in  complicated  ones. 

4*  4*  •!• 

SOME  FOREIGN  CLINICS. 

BY  RALPH  WORRALL,  M.D. 

(Continued  from  page  262.) 

Berlin. — At  the  Langenbuck  Hospital,  Bier's  clinic,  Pro- 
fessor Schmieden,  Bier's  assistant,  operated  on  a  hernia  in  a 
boy  with  undescended  testicle:  chloroform  was  the  anesthetic. 
Skin  and  hands  disinfected  with  soft  soap,  alcohol,  petroleum, 
ether,  then  hands  sprayed  with  a  solution  of  wax  in  ether  as  a 
substitute  for  gloves.  The  sac  was  laid  open  and  obliterated 
with  silk  sutures,  but  not  isolated.  The  testicle  was  brought 
down  to  bottom  of  scrotum  and  sutured  to  the  skin  surrounding 
an  opening  made  there. 

Professor  Klapp,  another  assistant,  removed  the  coccyx  in 
an  old  man  for  coccycodynia,  imder  lumbar  anesthesia,  which 
was  quite  successful;  but  in  the  next  case,  excision  of  the 
rectum  in  a  young  man,  it  was  a  failure,  and  chloroform  was 
used  after  half  an  hour  of  what  was  apparently  agony  to  the 
unfortunate  man.  The  operation,  too,  had  to  be  abandoned, 
"as  the  disease  had  extended  too  high." 

I  visited  Professor  Strassman's  private  clinic  and  saw  him 
do  an  ovariotomy.     Instead  of  shaving,  a  preparation  called 
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"Hair  Fiend"  is  used  to  destroy  the  hair  in  a  few  minutes. 
Quantities  of  water  and  disinfectants  are  poured  over  the 
abdomen,  wetting  the  patient  and  the  floor  so  that  goloshes 
are  quite  necessary.  A  special  spoon-shaped  forceps  is  used 
to  hold  up  uterus  without  injury,  while  catgut  ligatures  are 
applied  to  the  pedicle.  A  conservative  operation  was  done 
on  the  tube  of  the  opposite  side.  Parietal  wound 
was  olosed  by  through  and  through  silk  sutures  with 
separate  catgut  for  peritoneum  and  aponeurosis.  Anesthesia: 
chloroform,  preceded  by  injection  of  scopolamine.  Professor 
Strassman  is  a  great  advocate  of  the  vaginal  route  whenever 
possible.  In  young  girls  he  does  Alexander's  operation  for 
retro-displacement,  but  otherwise  he  treats  this  trouble  by 
vesico-vaginal  fixation  of  the  uterus  associated  with  any  plastic 
operation  which  may  be  necessary,  and  curettage.  The  kolpo- 
pcrineorrhaphy  was  that  of  Hegar.  The  combined  operations 
in  the  case  which  I  saw  him  do  occupied  thirty  minutes. 

In  cancer  of  the  cervix,  Professor  S.  does  vaginal  hysterec- 
tomy in  favorable  cases  and  old  people,  "as  the  mortality  rate 
is  so  high  in  Wertheim's  operation." 

A  complete  rupture  of  the  perineum  was  operated  on 
twenty-four  hours  after  its  occurrence  by  silk  sutures  tied  in 
rectum  and  catgut  for  vaginal  raw  surface  and  skin.  In 
another  case  the  left  appendage  was  removed  through  the 
anterior  fornix  with  much  difficulty  owing  to  the  great  adhe- 
sions. Professor  Strassman's  aseptic  technique  is  good,  and 
he  is  a  great  master  of  vaginal  surgery. 

Landau's  Private  Clinic. — I  saw  vaginal  hysterectomy  for 
chronic  metritis  and  subinvolution.  Both  appendages  were 
removed.  Both  silk  and  catgut  were  used.  In  another  case 
abdcMninal  section  was  done  for  atresia  of  the  vulva  with  hema- 
tosalpinx and  ovarian  cyst.  On  the  other  side  the  ovary  and 
tube  were  enlarged  and  cedematous,  but  fairly  healthy.  They 
were,  nevertheless,  also  removed.  The  vulva  was  incised  by 
assistant,  and  much  tarry  blood  evacuated.  A  third  case  was 
diagnosed  appendicitis.  The  appendix,  which  seemed  normal, 
was  removed  through  incision  along  outer  border  of  rectus. 
Method  was  the  peritoneal  flap  and  purse-string  suture.  Dark 
ascetic  fluid  escaped.  Two  papillary  ovarian  cysts  were  dis- 
covered. Median  abdominal  section  was  then  done  and  the 
tumors  removed  by  ligating  pedicles  with  catgut  in  sections 
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passed  with  sharp  needle  held  in  holder.  Parietal  wound 
closed  in  layers  with  catgut.  Landau  makes  a  very  careful 
aseptic  teciinique. 

At  the  Charity  Hospital,  Professor  Bumm,  assisted  by  Pro- 
fessor Lipimian,  did  vaginal  hysterectomy  for  chronic  metritis 
and  small  broad  ligament  cyst.  Both  ovaries  were  removed, 
although  healthy.  The  specimen  showed  a  myoma  the  size  of 
a  nut  in  anterior  uterine  wall.  The  method  was  hemisection 
anteversion  of  the  uterus  and  ligation  of  the  broad  ligaments 
from  above  down  with  catgut  passed  with  Martin's  sharp 
full-curved  needles  held  m  his  holder.  The  vault  was  closed 
v/ithout  drainage.  In  the  preliminary  cleansing,  Bumm  applied 
a  cloth  to  the  anus  and  then  to  the  vulva ;  otherwise  his  aseptic 
technique  was  good.  He  operates  silently  and  rapidly.  His 
face  is  mask-like,  not  betraying  the  slightest  interest  in  the 
proceedings.  His  assistants  perspire  profusely,  while  he 
remains  calm  and  cool. 

Second  Case. — Abdominal  fistula  due  to  infected  silk  liga- 
ture, following  operation  for  ventro-suspension.  The  operation 
consisted  in  passing  a  sound  down  to  the  posterior  vaginal 
fornix,  cutting  into  it  with  the  thermo-cautery,  and  passing  a 
long  drainage  tube  from  abdomen  to  vagina. 

He  also  did  a  total  hysterectomy  for  myoma,  standing  on 
right  of  the  patient.  The  broad  ligaments  are  clamped  in 
sections,  and  the  vessels  afterwards  ligated  with  catgut  passed 
with  Martin's  sharp  needles  held  in  holder.  Two  veins  and 
the  right  uterine  artery  were  wounded  in  passing  the  needles. 
The  vault  was  completely  closed.  The  parietal  wound  was 
closed  in  four  layers.  Peritoneum,  muscle,  aponeurosis  with 
catgut,  and  skin  with  bronze  wire;  the  latter  passed  witli 
with  straight  needle  and  thimble.  Time  occupied,  fifty-five 
minutes. 

Procidentia  uteri  in  a  woman  of  57  he  treated  by  vaginal 
hysterectomy  combined  with  anterior  and  posterior  colpor- 
rhaphy.  The  sutures  for  the  latter  were  continuous  catgut 
reinforced  with  interrupted  silkwormgut  for  each.  Time  occu- 
pied, thirty-two  minutes.  He  also  did  vaginal  hysterectomy 
with  removal  of  both  appendages  in  a  woman  of  47,  whose 
symptoms  were  pain  and  hemorrhage.  The  condition  was 
chronic  metritis,  lacerated  cervix  and  retroflexion.  The  opera- 
tion was  difficult  owing  to  moderate  fixation  and  narrow 
vagina.  Time  occupied,  forty  minutes. 
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Mackenrodt's  Private  Clinic  is  a  modern  structure  which 
cost  $250,000.  There  are  75  beds.  The  stairs  are  of  white 
marble,  the  centre  covered  with  rich  Turkey  carpeting.  The 
walls  for  a  height  of  six  feet  are  also  marble.  Each  floor  is 
composed  of  four  layers,  viz.,  cement,  coke,  cork  and  cement 
linoleum — z  new  preparation  with  the  advantages  of  both  these 
substances.  The  corridors  have  floors  of  terazzo.  Each  patient 
pays  from  one  to  seven  guineas  per  week.  All  have  the  Mac- 
kenrodt  patent  beds,  which  allows  of  the  patient  being  put  in 
any  position  with  the  greatest  ease.  I  saw  M.  do  two  opera- 
tions. His  anesthesia  for  first  case  was  ether  given  in  an 
ordinary  mask  covered  with  oiled  silk. 

First  Case. — Retroversion  with  fixation,  usually  treated  by 
opening  one  inguinal  canal,  isolating  its  round  ligament,  dilat- 
ing the  internal  abdominal  ring,  entering  the  peritoneum, 
separating  adhesions,  closing  the  internal  ring  with  catgut, 
including  the  base  of  the  round  ligament,  which  latter  is  then 
severed  at  its  distal  f xtremity  and  used  as  a  thread  with  which 
to  suture  the  external  oblique  aponeurosis.  The  skin  is  then 
united  with  a  continuous  suture  of  bronze  wire.  M.  says  it  is 
necessary  to  carry  out  this  procedure  on  one  side  only.  In 
this  particular  case  he  found  such  extensive  adhesions  on  the 
other  side,  and  a  cystic  ovary  (similar  to  one  on  the  operation 
side,  which  ruptured  in  the  endeavor  to  extract  it  through  the 
small  opening  of  the  internal  abdominal  ring,  and  discharged 
two  or  three  ounces  of  contents  into  the  peritoneal  cavity)  that 
he  did  a  second  operation  of  median  abdominal  section,  re- 
sected cystic  ovary,  separated  all  adhesions,  and  did  ventro- 
suspension  in  addition.  Duration  of  the  two  procedures,  one 
hour. 

The  second  case  was  a  woman  of  27  with  advanced  cancer 
of  the  cervix,  who  had  been  refused  operation  by  another 
surgeon.  Patient  showed  slight  emaciation.  The  left  parame- 
trium and  vaginal  wall  were  involved.  He  did  complete 
hysterectomy,  resecting  over  two  inches  of  the  left  ureter, 
implanting  the  proximal  end  into  the  bladder,  fixing  it  there 
by  two  silk  sutures.  In  addition  the  end  was  transfixed  by 
silk,  which  was  carried  through  urethra  and  tied  to  a  forceps 
outside  the  vulva,  so  as  to  keep  up  extension.  Glands  were 
removed  in  both  sides  with  parametrium;  the  dissection  was 
most  extensive,   but   was   comparatively   easily   carried   out, 
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owing  to  the  room  given  by  Mackenrodt's  flap  incisicm  of  tlie 
parietes.  The  peritoneum  was  brought  together  by  silk  to  shut 
off  the  huge  raw  surface,  which  was  drained  with  gauze;  all 
the  vessels  were  ligatured  with  catgut  carried  by  Martin's 
needles  and  holder.  Peritoneum  united  by  continuous  catgut. 
Aponeurosis  and  muscles  taken  together  by  aluminium  wire 
as  interrupted  suture.  Skin  closed  by  the  same  material.  Both 
angles  of  the  prevesical  space  drained  with  glass  tubes  con- 
taining gauze.  Patient  did  not  seem  to  lose  much  blood,  but 
was  verj'  anemic  at  close  of  operation.  Anesthetic  was  lumbar 
puncture  with  tropacaine  for  the  first  forty  minutes  (during 
which  the  patient  seemed  to  be  in  considerable  pain)  and 
chloroform  after. 

The  assistants  wear  wire  masks  covered  with  gauze,  rubber 
gloves,  but  not  sleeves.  The  nurses'  heads  are  uncovered. 
The  washing  of  the  patient  is  very  thorough;  a  nailbrush  is 
used  to  skin  of  the  abdomen  and  vulva.  The  floor  of  the 
theatre  is  covered  with  water,  so  that  goloshes  are  necessary. 
Mackenrodt  impresses  one  as  being  a  clever,  expert  operator. 

At  Olshausen's  clinic  Professor  Haenkel  has  of  late  done  the 
operations,  but  as  he  has  just  been  promoted  to  the  chair  at 
Granwald,  he  allowed  Dr.  Jolly  to  do  a  vaginal  hysterectomy 
for  cancer  for  him.  The  sharp  spoon  and  cautery  were  used 
immediately  before  the  operation,  which  was  carried  out  with 
catgut  ligatures 

Duhrssen's  Clinic  (private). — First  case:  Retroversion  with 
fixation.  Anesthetic  given  by  Dr.  Silvermann,  an  American, 
was  ether,  on  lint  folded  inside  yellow  oiled  silk.  Vaginal 
fixation  done,  preceded  by  curettage  and  injection  of  a  solution 
of  zinci.  chlor.  into  uterus.  One  silkwormgut  suture  is  passed 
through  the  mucosa,  vesical  peritoneum,  and  deeply  into 
anterior  uterine  surface.  (It  is  removed  in  six  weeks.)  Then 
the  peritonetun  is  united  separately  with  catgut,  flaps  of  mucosa 
removed  to  allow  of  an  anterior  kolporrhaphy  being  done, 
the  space  between  peritoneum  and  mucosa  drained  with  gauze 
for  twelve  hours,  and  the  mucosa  united  by  continuous  catgut. 
Finally  a  kolo-perineorrhaphy  (triangular  denudation)  was 
carried  out. 

Second  Case, — Multinodular  myoma,  size  of  a  child's  head, 
removed  by  vaginal  hysterectomy,  with  hemisection  and  mor- 
cellement.     Both  appendages  also  removed,  although  normal, 
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and  the  patient  below  40.  The  vault  was  completely  closed 
without  drainage.  All  ligatures  of  catgut  passed  with  sharp, 
curved  needles  and  holder.  The  operation  was  extremely 
difficult,  and  occupied  one  and  three-quarter  hours.  No  masks 
nor  caps  for  either  surgeons  or  nurses  in  Duhrssen's  clinic, 
but  in  other  respects  he  is  as  thorough  in  his  asceptic  technique 
as  any  of  his  rivals,  and  is  undoubtedly  an  able  exponent  of 
vaginal  surgery. 

(To  be  continued.) 

*    *    * 

THE  EARLY  DIAGNOSIS  OF  CANCER  OF  THE 
UTERUS. 

An  Appeal  to  Medicai,  Practitioners  to  Promote  the 
Earlier  Recognition  of  Uterine  Cancer. 

The  attention  of  all  medical  practitioners  is  directed  to  the 
necessity  of  emphasizing  the  curability  by  operation  of  uterine 
cancer  in  its  early  stages. 

The  adoption  of  a  more  extensive  operation  by  the  ab- 
dominal route  has  made  it  possible  to  deal  successfully  with 
cases  hitherto  regarded  as  inoperable,  and  to  remove  more  of 
the  pelvic  cellular  tissue  as  well  as  a  portion  of  the  vaginal 
walls;  it  is  in  these  situations  that  recurrence  is  prone  to 
develop. 

Many  patients  now  present  themselves  for  examination  and 
treatment  when  the  disease  is  considerably  advanced,  and  it  is 
hoped  that  by  a  widespread  and  accurate  knowledge  of  the 
early  signs  and  symptoms  the  number  of  such  patients  will 
graduallv  diminish. 

Special  attention  is  directed  to  the  following: 

1.  Cancer  of  the  uterus  is  at  iirst  a  local  disease. 

2.  Cancer  of  the  uterus  is  often  a  curable  disease. 

3.  Operation  is  the  only  satisfactory  method  of  treatment. 

4.  The  earlier  the  disease  is  recognized,  the  more  hopeful 

are  the  prospects  of  treatment. 

5.  The  risk  of  operation  in  early  cases  is  slight,  and  the 

chance  of  permanent  cure  is  good. 

6.  The  recognition  of  early  cancer  is  not  usually  difficult, 

and  the  disease  should  not  be  overlooked  by  the  medi- 
cal attendant. 
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7.  A  medical  practiticMier  who  fails  to  make  a  physical  exam^ 

ination  of  a  patient  exhibiting  any  of  the  symptoms 
of  uterine  cancer  incurs  grave  responsibility. 

8.  Treatment  of  symptoms  witiiout  a  physical  examinaticm 

is  unjustifiable. 

9.  Early  cancerous  ulcers  should  not  be  treated  with  caustic ; 

their  appearance  becomes  masked,  and  valuable  time 
is  lost. 

10.  It  is  an  error  to  wait  and  observe  in  order  to  arrive  at 

a  diagnosis. 

11.  In  doubtful  cases  a  diagnosis  must  and  can  be  made  in  a 

few  days. 

12.  To  examine,  to  diagnose,  and  then  to  treat,  should  be  the 

rule  in  all  cases. 

Symptomatology, 

Uterine  cancer  is  at  first  a  painless  disease  which  does  not 
affect  the  general  nutrition. 

The  early  symptoms  of  cancer  are :  Irregular  bleeding  of  any 
description,  even  if  there  be  only  traces ;  bleeding  post  coitum ; 
and  watery,  blood-tinged  discharge.  There  may  be  no  loss  of 
strength  or  wasting  nor  any  condition  to  alarm  the  patient. 
Pain,  wasting,  profuse  bleeding,  and  foul  discharge  indicate 
advanced  disease. 

As  the  majority  of  cases  occur  between  the  fortieth  and  fif- 
tieth year,  the  symptoms  are  too  often  regarded  by  the  pati^t 
as  due  to  "change  of  life."  The  medical  attendant  should  not 
accept  this  assumption  until  he  is  satisfied  that  cancer  does  not 
exist. 

Bleeding,  however  slight,  occurring  after  the  menopause, 
should  give  rise  to  suspicion  that  cancer  is  present. 

Examination. 

If  a  patient  with  any  of  the  above  symptoms  comes  for  ad- 
vice, a  careful  visual  and  bi*manual  examination  must  be  made 
before  any  treatment  is  recommended. 

Should  a  patient  refuse  to  be  examined — and  this  is  excep- 
tional when  the  situation  is  explained — the  medical  attendant 
should  decline  any  further  responsibility,  and  no  treatment 
should  be  advised.  The  examination  should  be  made,  even  if 
bleeding  is  present,  as  valuable  time  may  be  lost  by  postpone- 
ment until  the  haemorrhage  has  ceased. 
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It  is  most  important  to  observe  rigid  aseptic  precautions  in  all 
manipulations. 

In  the  examination,  the  condition  of  the  vaginal  portion  of 
the  cervix  and  of  the  cervical  canal  should  be  carefully  noted. 

In  the  early  stages  new  growth  may  be  found  on  the  surface 
of  the  vaginal  portion  of  the  cervix,  in  the  lining  of  the  cervical 
canal,  or  in  the  substance  of  the  cervix.  Any  prominence  on 
the  surface  of  the  vaginal  portion  or  any  ulceration,  i.e.,  a 
definite  loss  of  substance,  should  at  once  arouse  suspicion.  A 
nodule  or  nodules,  hard,  inelastic,  or  irregular  in  outline,  felt 
in  the  substance  of  the  cervix,  suggest  the  presence  of  cancer. 
If  the  whole  cervix  be  affected,  the  relative  hardness  as  com- 
pared with  the  soft  elastic  body  is  pronounced. 

The  detection  of  high-lying  cervical  cancers,  and  cancers  of 
the  body  of  the  uterus,  is  only  possible  after  curettage  or 
digital  exploration. 

The  signs  common  to  the  early  stage  of  cancer  of  the  cervix 
uteri  are : 

( 1 )  The  definitive  occurrence  of  new  growth  on  the  surface 

of  the  vaginal  portion  of  the  cervix,  in  the  lining  of 
the  cervical  canal,  or  in  the  substance  of  the  cervix; 

(2)  Friability; 

(3)  Bleeding  on  manipulation. 

(i)  The  definite  occurrence  of  new  growth  on  the  portio 
vaginalis  or  in  the  cervical  canal  cannot  fail  to  arouse 
su.spicion  When,  however,  thickening  of  one  lip  or  a  portion 
of  one  lip  of  the  cervix  exists,  the  nature  of  the  growth  is 
difficult  to  determine  if  the  mucus  covering  be  still  intact.  It 
is  then  necessary  to  remove  a  portion  of  the  affected  tissue  and 
examine  it  under  the  microscope. 

(2)  Friability  is  a  sign  of  the  greatest  importance,  and  may 
be  tested  by  the  fingernail,  curette,  uterine,  sound,  or  an  ordi- 
nary long  prob.  Degrees  of  friability  exist  in  early  cases, 
depending  upon  the  amount  of  intestinal  tissue  contained  in 
the  growth. 

(3)  The  occurrence  of  free  bleeding  after  the  slightest 
manipulation  is,  when  combined  with  friability,  a  valuable 
diagnostic  aid. 

Forms  of  Uterine  Cancer. 

Vaginal  portion  of  the  cervix — 

(i)  Infiltrating  type. — In  this  type,  one  lip,  or  a  portion 
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thereof,  or  even  the  entire,  vaginal  portion  of  the 
cervix,  is  infiltrated  with  cancerous  growttli.  Ulcer- 
ation occurs  early  from  the  surface  inwards,  or  necro- 
sis may  begin  in  the  centre,  and  opening  on  the 
surface,  leads  to  the  formation  of  a  deep  ulcer,  with 
undermined  edges.  The  growth  is  somewhat  hard  in 
consistence  but  is  still  friable  if  tested  with  the  probe, 
curette,  or  fingernail. 

(2)  Papilloviatous   or  polypoid   type, — This   includes   the 

so-called  cauliflower  excrescence,  and  is  characterized 
by  the  growth  from  the  margin  of  the  os  externum 
of  a  rounded  or  flattened  tumor,  varying  in  size, 
which  may  or  may  not  have  a  definite  stalk.  It  has  a 
papillary  surface,  bleeds  readily,  and  is  very  friable. 
More  rarely  it  resembles  a  bunch  of  soft  papillomata. 
Portions  of  the  growth,  pale  red  or  greyish  yellow  in 
color,  are  easily  detachable  on  examination. 

(3)  Superficial  flattened  type. — This  is  characterized  by  a 

flattened  growth  on  the  vaginal  portion  which  tends 
to  spread  over  its  surface.  It  is  prone  to  early  ulcer- 
ation and  is  frequently  seen  clinically  as  an  ulcer. 
The  lip  or  portion  affected  is  thickened.  The  ulcer 
has  a  sarply  defined,  raised  edge,  indented  at  places, 
yellowish  grey,  fine  granular  surface,  a  moderate 
amount  of  loss  of  substance,  and  an  infiltrated  base. 
It  bleeds  readily  on  touch,  and  the  amount  of  haemor- 
rhage is  entirely  out  of  proportion  to  the  amount  of 
injury  inflicted.  The  fingernail  can  detach  small 
pieces  from  its  surface. 
Cervical  Canal — 

(i)  Superficial  type, — ^The  inner  surface  of  the  cervical 
canal  is  lined  by  an  irregular  papillary  growth  which 
at  first  attacks  the  substance  of  the' cervix  superfi- 
cially. As  the  growth  increases  portions  of  it  may 
protrude  through  the  external  orifice  of  the  cervical 
canal.  When  ulceration  occurs  the  superficial  portion 
of  the  growth  is  shed,  with  consequent  hollowing  out 
of  the  cervical  canal,  whilst  the  remainder  of  the  peri- 
phery of  the  cervix  is  more  or  less  thickened  by  in- 
filtration. Where  the  external  os  uteri  is  narrow  the 
process  may  be  hidden,  or  patency  of  the  os  uteri  may 
be  produced  by  destruction  of  its  margin,  whilst  in 
uteri  where  the  os  is  already  wide  a  crater-like  cavity 
is  formed. 

(2)  Infiltrating  type. — ^The  cancerous  infiltration  proceeds 
from  the  mucous  membrane  deep  into  the  tissues  of 
the  cervix,  and  thus  the  whole  cervix  becomes  thick- 
ened and  enlarged,  or  the  enlargement  and  infiltra- 
tion may  be  limited  to  one  or  more  portions  of  the 
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cervical  walls.  Necrosis  may  commence  on  the  mucus 
surface,  or  in  the  centre  of  the  infiltrated  area  and 
may  lead  to  extensive  destruction  of  the  cervical 
tissues. 

Probably  the  majority  of  cancer  ceases  which  are  overlooked 
are  examples  of  disease  affecting  the  lining  of  the  cervical 
canal  or  the  tissues  of  the  wail  of  the  cervix. 

Cancer  beginning  in  the  cervical  canal  is  not  diflBcult  to 
detect  where  the  os  uteri  is  dilated  as  in  many  multipara. 
The  finger  passed  into  the  cervical  canal  feels  irregular  eleva- 
tions or  nodules  from  which  portions  may  be  removed.  Free 
haemorrhage  follows  this  manipulation.  Difficulty  arises  where 
the  OS  uteri  is  not  dilated  and  the  disease  is  hidden.  A  sound 
carefully  passed  into  the  cervical  canal  may  give  the  impres- 
sion of  impinging  on  an  irregular  nodular  surface,  or  friable 
tissue  may  be  removed  by  the  curette.  Free  haemorrhage  fol- 
lowing such  manipulations  is  a  suspicious  sign.  Thickening 
and  thardening  of  the  cervix  may  be  detected  by  a  rectal  exam- 
ination, which  is  most  helpful  in  detecting  cancerous  nodules 
in  the  cervical  walls,  and  should  always  be  made  in  such 
cases. 

Body  of  the  Uterus — 

If  the  vaginal  portion  of  the  cervix,  the  cervical  canal  and  the 
cervical  walls  have  been  proved  to  be  free  from  dis- 
ease, attention  must  be  directed  to  the  body  of  the 
uterus.  The  uterus  may  not  be  enlarged,  although 
a  cancerous  growth  exists  in  its  interior.  Usually, 
however,  there  is  some  increase  in  size,  which  in 
advanced  cases  may  be  considerable. 

Microscopical  Investigation, 

In  doubtful  cases,  if  there  be  a  suspicious  hard  nodule  or 
erosion,  or  ulcer  on  the  external  os  uteri,  a  piece  including  a 
boundary  of  healthy  tissue  should  be  excised. 

The  vulva  and  vagina  having  been  thoroughly  cleansed,  the 
posterior  vaginal  wall  should  be  retracted  by  means  of  a  spec- 
ulum, and  the  cervix  pulled  slightly  downwards  with  a  vol- 
sellum.  A  wedge-shaped  piece,  the  size  of  a  pea  or  bean, 
including  a  margin  of  healthy  tissue  should  be  excised  with  a 
sharp  knife. 

The  bleeding  which  follows  this  little  operation  should  be 
stilled  by  the  insertion  of  one  or  two  sutures,  or  by  firm  tam- 
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ponade  with  a  strip  of  gauze.  An  anaesthetic  is  not  essential. 
The  patient  should  be  kept  in  bed  for  24  hours. 

The  tissue  removed  should  be  transferred  to  a  small  stop- 
pered bottle  filled  with  absolute  alcohol  or  methylated  spirit^ 
and  forwarded  without  delay  to  an  expert  in  uterine  patholc^y. 

Where  the  cancer  originates  in  the  body  of  the  uterus  or  in 
the  cervical  canal,  it  is  frequently  possible  by  using  the  curette 
to  obtain  a  sufficient  amount  of  tissue  for  examination  without 
tjie  aid  of  anaesthetics.  If  this  cannot  be  done,  it  may  be 
necessary  under  an  anaesthetic  to  curette  the  whole  interior  of 
the  uterus  and  cervix,  special  attention  being  paid  to  the  region 
of  the  tubal  orifices.  All  fragments  should  be  collected,  in- 
cluding those  which  may  have  been  washed  out.  The  douche^ 
if  employed,  should  consist  of  sterilized  water  or  a  weak 
solution  of  corrosive  sublimate  (i  in  10,000),  as  carbolic  acid 
and  lysol  interfere  with  the  staining  of  the  cells. 

The  fragments  should  be  transferred  to  a  stoppered  bottle 
filled  with  absolute  alcohol  or  methylated  spirit. 

If  the  expert's  report  is  favorable  the  patient  will  be  reas- 
sured; if  unfavorable,  immediate  operation  is  imperative. 

The  Operation, 

The  question  of  operation  is  best  decided  by  the  operator, 
who  may  require  to  examine  under  anaesthesia. 

To  Recapitulate, 
(i)  Attend  to  all  symptoms  suspicious  of  cancer,  and  in- 
struct the  patient  on  their  importance; 

(2)  Examine  immediately  all  cases  of  bleeding  or  abnormal 

discharge  ; 

(3)  Make  a  definite  diagnosis  and  do  not  wait  for  the  dis- 

ease to  develop; 

(4)  Urge  immediate  operation  if  the  diagnosis  is  established. 
The  practitioner  who  diagnoses  cancer  in  an  early  stage, 

when  operation  oflfers  a  probability  of  cure,  renders  a  service 
to  his  patient  as  great  as  that  rendered  by  the  operator. 
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€nxxtni  Comment. 

A.  C.  McDonald,  M.  D. : 

I  shall  not  concern  itself  with  what  text-books  teach  con- 
cerning details  which  are  difficult  or  almost  impracticable  to 
carry  out  in  the  practice  of  a  busy  practitioner. 

The  points  mentioned  will  be  based  upon  the  results  of  a 
personal  experience  with  about  now  six  hundred  cases  of  con- 
finement. 

When  notified  of  the  expected  confinement,  the  patient  is 
told  to  send  to  the  office  a  specimen  of  urine  once  a  month  in 
the  fourth,  fifth  and  sixth  months  of  pregnancy  and  once  a 
week  during  the  later  months.  The  urine  is  examined  each 
time  for  albumin.  If  none  is  found,  no  further  examination  of 
the  specimen  is  made.  If  albumin  be  present,  casts  are  looked 
for,  and,  if  the  condition  demends  attention  at  all,  the  patient 
is  put  on  a  rigid  milk  diet  and  cream  of  tartar  freely 
administered. 

In  only  a  few  instances  has  a  preliminary  examination  been 
made  or  measurements  taken,  and  the  writer  does  not  recall 
a  single  case  in  which  such  attention  would  have  altered  the 
result.  If  labor  is  not  well  advanced  when  called,  an  examina- 
tion is  made  at  that  time ;  but,  if  labor  has  progressed  far,  an 
internal  examination  is  made  at  once.  After  this,  if  the  be- 
havior of  the  patient  and  the  time  involved  lead  to  the  belief 
that  labor  is  progressing  satisfactorily,  no  further  vaginal  ex- 
amination is  made.  The  writer  believes  that  it  is  difficult  to 
avoid  infection  if  too  many  digital  examinations  are  made,  and 
that  many  mild  cases  of  infective  endometritis  result  there- 
from, which  produce  a  prolonged  and  exhaustive  puerperium 
rather  than  a  natural  and  rapid  recuperation,  as  is  normal,  and 
which  ultimately  result  in  subinvolution  and  permanent  endo- 
metritis with  dysmenorrhoea.  All  result  from  too  many  ex- 
aminations. After  delivery  the  vagina  is  inspected  for  tears, 
but  the  hand  is  not  introduced  into  the  vagina,  except  for  good 
reason,  and  never  into  the  uterus,  unless  gloved  and  under 
the  most  rigid  asepis. 

The  method  of  asepsis  and  antisepsis  used  consists  in  scrub- 
bing with  soap  and  water  for  five  minutes.  Good  soap  and 
a  clean  brush  vigorously  used  are  the  most  important  elements 


Digitized  by 


Google 


5SO  Current  Comment. 

in  asepsis.  After  scrubbing,  the  hands  are  immersed  in  bich- 
lorid  or  lysol  solution  (one  dram  to  a  pint  )£or  two  minutes. 
Of  late  I  have  come  to  use  the  lysol  most  of  the  time.  It  is 
very  efficient  and  does  not  leave  the  hands  nor  the  vagina  rigid 
or  irritated  as  do  bichlorid  solutions  made  strong  enough  to 
be  effective.  If  later  examinations  are  required,  the  same  rou- 
tine is  followed.  I  think  it  very  important  that  the  hand  be 
not  contaminated  after  sterilization  by  careless  contact  with 
the  labia.  To  avoid  such,  the  labia  should  be  carefully  separ- 
ated by  the  thumb  and  finger  of  the  free  hand  as  the  index  fin- 
ger of  the  examining  hand  is  introduced  into  the  vagina.  The 
labia  and  pubes  are  not  shaved,  nor  are  they  ordinarily  especial- 
ly cleansed ;  but  if  labor  is  long  and  many  examinations  made, 
these  parts  are  kept  well  covered  with  a  towel  wrung  out  of 
bichlorid  solution. 

From  the  standpoint  of  humanitarianism  and  also  of  science, 
I  use  an  anesthetic  during  labor,  ether  or  chloroform,  usually 
the  latter.  My  experience  with  these  agents  has  taught  me 
that,  when  used  early,  they  will  lessen  contractions  in  about  75 
per  cent,  of  the  cases,  and  one  can  not  tell'  in  which  cases  they 
will  so  act.  Therefore,  I  do  not  use  ether  until  the  latter  part 
of  the  second  stage  of  labor.  At  first  the  anesthetic  is  given 
slowly  and  just  preceding  the  pain;  when  the  head  begins 
to  emerge  from  the  vulva,  it  is  pushed  almost  to  complete 
anesthesia.  No  doubt  anesthesia  favors  postpartum  hemor- 
rhage, but  the  risk  is  not  sufficient  to  overcome  the  advantages 
and  comfort  to  the  patient.  In  40  of  55  forceps  cases,  the  anes- 
thetic was  administered  by  a  member  of  the  family  in  the 
absence  of  an  assistant.  These  cases  occurred,  for  the  most 
part,  in  the  country  where  much  time  would  be  wasted  in 
waiting  for  help.  In  such  cases  it  is  only  given  during  the 
interval  when  the  physician  can  watch  and  direct  its  admin- 
istration, and  is  withheld  during  traction. 

In  this  series  of  cases,  the  writer  has  not  seen  any  case  in 
which  the  cervix  did  not  dilate  sufficiently  to  allow  of  manual 
dilatation  under  an  anesthetic  before  version  or  the  application 
of  forceps.  He  does  remember  four  cases,  however,  in  which 
the  cervix  remained  stationary  for  several  hours  at  the  onset 
of  labor,  the  patients  at  the  time  having  most  excruciating  pains. 
In  the  last  three  a  hypodermic  injection  of  morphin,  grain 
one-third,  was  given.    This  was  followed  in  each  case  by  rest 
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or  sleep  for  twelve  hours,  and  when  called  again  the  cervix 
was  found  well  dilated  and  labor  ended  quickly  in  each  one. 

Forceps  have  been  required  55  times  and  version  15  times — 
including  consultation  cases.  When  the  head  was  above  the 
brim  and  stationary  for  one  hour  with  strong  contractions  in 
prolonged  labor,  version  was  performed;  when  below  the 
brim  and  stationar>'  for  one  hour,  forceps  were  used.  In  the 
last  three  years,  however,  the  use  of  the  axis  traction  forceps 
has  lessened  the  necessity  for  version  to  shoulder  cases.  At 
present,  traction  forceps  are  used  almost  exclusively,  and  from 
my  experience  I  can  not  report  too  favorably  on  them.  For 
the  good  of  humanity,  there  should  be  a  pair  in  every  com- 
munity. There  has  been  only  one  infant  death  in  the  forceps 
list ;  in  version,  the  mortality  was  about  half.  The  one  death 
in  the  forceps  case  was  due  to  their  faulty  application.  If  the 
forceps  do  not  lock  easily  I  decide  they  are  not  applied  right, 
but  when  they  do  adjust  themselves  easily  I  am  morally  sure 
of  a  live  infant,  provided  traction  is  made  patiently  and  only 
during  pains.  The  writer  believes  that  too  much  haste  is  one 
of  the  causes  of  high  infant  mortality  in  forceps  delivery. 

The  perineum  was  torn  in  65  per  cent,  of  ail  primiparae  and 
in  10  per  cent,  of  all  multiparae.  Two  cases  involved  the  rec- 
tum. Some  of  the  tears  were  of  minor  degree,  but  more  than 
a  third  involved,  to  a  greater  or  less  extent,  the  deep  struct- 
ures of  the  vagina.  I  am  aware  that  the  percentage  of  tears 
may  be  criticised,  but  believe  such  criticisms  will  be  made,  for 
the  most  part,  by  men  who  do  not  look  well  for  such  results. 
Tears  often  go  unnoticed,  if  the  vaginal  surfaces  are  not  well 
examined.  If  the  child's  head  is  too  large  for  the  perfectly 
dilated  canal,  tears  will  result,  no  matter  what  one  of  the  many 
means  is  used  for  the  so-called  support  of  the  perineum.  Only 
one  procedure  in  this  connection,  it  seems  to  me,  is  of  any 
value  in  lessening  tears,  and  that  is  by  management  of  the 
anesthetic  and  bV  manual  eflEort,  delivery  of  the  head  be  made 
slow  enough  to  allow  complete  dilatation  of  the  parts  and  pre- 
vent precipitous  delivery. 

All  tears  were  sewed  up  at  the  time  of  delivery.  It  is  the 
custom  of  the  writer  to  anesthetize  the  patient  in  case  the  tear 
extends  into  the  vagina.  An  assistant  separates  the  vaginal 
walls,  while  a  rimning  catgut  suture  is  placed  in  the  deep  struc- 
ture of  the  vagina.    I  then  sew  externally  with  silkworm  gut. 
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It  is  useless  to  sew  the  skin  externally  and  neglect  the  vaginal 
portion.  In  one  case  in  which  catgut  was  used  externally,  the 
result  was  negative^  as  the  suture  gave  way  under  the  lochia. 

The  lacerations  into  the  rectum  were  closed  immediately  by 
sewing  the  mucous  membrane  of  the  rectum  by  interrupted 
catgut  sutures  introduced  from  the  rectal  side,  and  by  catching 
the  sphincter  and  the  rest  of  the  perineal  tear  by  silkworm  gut. 
Fortunately  both  united,  despite  the  fact  that  one  case  de- 
veloped puerperal  fever,  lasting  two  weeks.  It  is  deplorable 
to  imagine  a  regularly  licensed,  responsible  physician  attend- 
ing a  case  of  confinement  which  could  just  as  well  be  delivered 
if  he  were  at  home  in  bed,  and  neglecting  to  take  the  only  ac- 
tive part  possible  for  him  to  assume  on  the  occasion,  that  of 
taking  a  few  stitches  in  a  torn  perineum. 

Ten  severe  cases  of  postpartum  hemorrhage  have  been  en- 
countered. In  each  case  the  treatment  consisted  in  the  intro- 
duction of  the  hand  into  the  uterus  and  the  clearing  out  of 
clots  and  retained  portions  of  placenta  if  these  were  retained. 
At  the  same  time  firm  pressure  on  the  fundus  was  made.  In 
all  but  two  cases  the  above  procedure  was  followed  by  arrest 
of  bleeding.  In  each  case  of  the  two  stubborn  cases  a  hand- 
kerchief soaked  in  vinegar  was  introduced  into  the  uterus  and 
squeezed  out  at  the  fundus,  resulting  in  the  cessation  of  hem- 
orrhage. Two  developed  sepsis  and  barely  escaped  with  their 
lives.  I  used  the  vinegar  some  years  ago  with  the  above  re- 
sult, but  if  I  were  to  encounter  another  such  case  and  had 
sterile  gauze  handy  I  should,  of  course,  use  if  for  packing  the 
uterus.  No  attempt  was  made  to  administer  ergot  at  such 
times,  as  the  action  seems  too  slow  in  an  emergency.  After 
control  of  the  bleeding,  ergot  was  given.  The  foot  of  the  bed 
was  raised.  In  the  later  cases,  no  other  stimulants  were  used, 
as  experience  taught  me  that  stimulants  favor  recurrence  of 
the  hemorrhage.  After  severe  hemorrhages,  the  pulse  re- 
mained rapid  a  long  time  and  a  slight  fever  persisted  for  a 
week.  These  cases  give  the  highest  percentage  of  puerperal 
sepsis. 


W.  S.  Handley,  M.  D.: 

Pending  the  achievement  of  larger  results  by  methods  which 
are  yet  in  their  infancy,  I  am  glad  to  be  able  to  offer  a  minor 
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instance  of  the  immediate  fruition  of  cancer  research.  I  have 
been  able  to  devise  a  simple  operation  by  which,  if  it  is  per- 
missible to  judge  from  the  strikingly  successful  result  of  a 
single  recent  case,  the  brawny  arm  of  breast  cancer  may  in 
future  be  prevented  or  cured  with  restoration  of  the  usefulness 
of  the  limb.*  The  problem  to  be  solved  was  this :  How  to  pro- 
vide a  new  set  l)rmphatic  vessels  for  a  limb  in  which  the  nor- 
mal lymphatics  have  been  destroyed. 

Without  going  into  detail  I  may  say  that  the  permanent  in- 
troduction into  the  subcutaneous  tissues  of  a  number  of  buried 
silk  threads  running  from  the  wrist  upwards  to  terminate  in 
the  loose  areolar  tissue  over  the  scapula  appears  to  have  solved 
the  difficulty.  In  the  case  where  I  performed  this  operation 
the  excess  of  fluid  was  rapidly  drained  away  from  the  arm  by 
capillary  attraction,  and  the  oedema  subsided  in  a  few  days, 
although  the  condition  was  nearly  three  years'  standing.  The 
pain  was  completely  relieved.  The  operation  is,  so  far  as  I 
know,  an  entirely  novel  one,  and  it  appears  to  deserve  a  dis- 
tinctive name,  for  it  is  probably  applicable  in  pachydermia  of 
every  kind,  whether  due  to  the  filaria,  to  cancer,  or  to  septic 
lymphangitis. 

I  would  suggest  for  it  the  name  lymphangioplasty,  and  I 
confidently  hope  that  its  usefulness  will  not  be  restricted  to 
cancer,  but  that  it  will  remove  elephantiasis  from  the  list  of 
incurable  diseases. 

This  operation  was  the  direct  outcome  of  pathological  in- 
vestigations, which  showed  that  the  brawny  arm  of  breast  can- 
cer indicates  arrest  rather  than  great  activity  of  the  cancer 
process,  and  is  produced  by  lymphatic  obliteration.  Its  success 
confirms  the  pathological  conclusions  upon  which  it  was  based, 
and  shows  that  the  more  recent  methods  of  pathological  histol- 
ogy are  full  of  unexhausted  possibilities. 


Robert  W.  Stewart,  M.  D. : 

The  writer  holds  the  forceps  to  be  the  best  friend  the  ob- 
stetrician can  have,  the  one  whose  help  he  will  need  far  oftener 
than  he  will  that  of  the  knife,  and  woe  unto  him  and  to  his 
patients  if  he  does  not  know  how  to  use  this  help. 

*The  results  of  a  number  of  other  cases  have  since  confirmed 
this  expectation. 
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There  are  four  cardinal  principles  which  must  underlie  every 
application  of  the  forceps : 

First,  forceps  should  never  be  used  simply  as  dilators.  There 
are  other  and  better  means  for  that  purpose. 

Second,  to  expedite  the  labor. 

Third,  to  bring  to  the  normal  a  badly  placed  fetal  head. 

Fourth,  to  overcome  obstructions  in  the  mother's  pelvis  and 
soft  parts. 

The  most  frequent  use  of  the  forceps  for  ejcpedition  of  the 
labor  occurs  when  the  head  is  on  the  perineum  and  there  is  no 
apparent  reason  why  labor  should  not  be  ended  spontaneously 
or  without  interference,  and  yet  the  pains  fail  to  be  efficient 
and  labor  practically  ceases.  Then,  if  the  fetal  heart  becomes 
more  rapid  than  normal,  or  weaker,  or  if  the  patient  is  showing 
signs  of  exhaustion,  interference  is  justifiable.  Many  a  woman 
has  been  saved  from  hours  of  useless  suffering  by  such  inter- 
ference. Let  it  be  distinctly  understood  that  interference  is 
justifiable  only  when  the  mother  or  fetus  seems  to  be  in  danger, 
or  when  nature  is  failing  to  do  the  work.  It  is  never  justifiable 
when  the  obstetrician  is  in  a  hurry  to  get  away,  except  possibly 
when  he  is  called  to  another  patient  whose  needs  are  imme- 
diate, and  then  only  when  there  is  very  reasonable  assurance 
that  the  forceps  can  be  applied  safely. 

When  the  head  is  upon  the  perineum,  the  cervix  fully  re- 
tracted, and  yet  the  pains  stop  or  become  inefficient,  or  there 
is  obstruction  from  cicatrices,  edema  of  the  vulva,  or  other 
cause,  there  can  be  no  useful  purpose  served  by  administering 
chloral,  morphine,  or  other  narcotic,  with  the  idea  of  giving  the 
patient  sleep  and  thus  restoring  the  force  of  the  pains.  Par- 
ticularly is  this  so  if  the  administration  of  chloroform  has  been 
begun,  as  would  usually  be  the  case.  Chloroform  produces  a 
better  sleep,  even  if  it  be  of  short  duration,  and  can  be  better 
controlled.  It  is  a  different  matter  when  the  head  is  in  the 
pelvic  cavity  and  complete  dilatation  of  the  cervix  has  not 
taken  place.  If  these  last-mentioned  conditions  exist,  the  nar- 
cotics have  a  valuable  place,  as  is  well  known.  Given,  however, 
the  conditions  which  have  been  stated,  it  is  better  for  all  con- 
cerned to  apply  the  forceps.  Before  proceeding  to  this  step 
the  external  genitals  should  be  thoroughly  scrubbed  and  the 
hair  cut  to  a  quarter  or  half  an  inch.  Shaving  may  be  resorted 
to  under  necessity,  but  it  always  entails  upon  the  mother  a  cer- 
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tain  amount  of  discomfort  when  the  hair  begins  to  grow  again. 
The  instruments  must  be  thoroughly  sterilized  by  boiling,  and 
rigid  asepsis  is  the  first  cardinal  virtue  for  patient,  physician 
and  instruments. 

The  second  cardinal  virtue  is  a  thorough  knowledge  of  the 
position  of  the  fetal  head,  for  it  not  infrequently  happens  that 
the  head  is  upon  the  perineum  and  yet  the  labor  does  not  pro- 
ceed because  the  head  has  failed  to  rotate  completely.  To  apply 
forceps  and  make  traction  under  such  circiunstances  means 
often  enough  utter  failure  to  expedite  matters  or  a  tear  through 
al  the  soft  parts.  The  position  of  the  head  means  a  totally  dif- 
ferent method  of  procedure  in  different  cases.  These  methods 
will  be  taken  up  in  proper  sequence. 

Given  a  case  in  which  Ihe  head  has  reached  the  perineum,  and 
is  properly  rotated  with  the  occiput  under  the  public  arch,  the 
blades  of  the  short  forceps  should  be  applied  to  ihe  sides  of  the 
fetal  head,  the  lock  carefully  and  slowly  adjusted,  and  a  folded 
towel  placed  between  the  hanles  to  prevent  too  great  pressure. 
If  the  lock  can  be  easily  adjusted  it  is  reasonable  to  suppose 
that  the  instruments  are  in  proper  position,  and  that  the  cer- 
vical wall  has  not  been  included  between  the  blades — a  desid- 
eratum of  great  importance.  Traction — gentle  traction — 
should  now  be  made  with  the  handle  depressed,  to  keep  up 
flexion  and  to  free  the  occiput  from  the  pubic  arch.  When 
thus  freed  the  handles  should  be  raised  slowly  towards  the 
abdomen  of  the  woman  in  orer  to  bring  the  face  over  the  peri- 
neum. In  most  cases  there  need  be  no  traction  at  this  stage; 
indeed,  there  should  be  none  other  than  that  produced  by  the 
sweeping  of  the  face  over  the  perineum  by  the  lifting  of  the 
handles.  One  should  always  remember  that  the  forceps  may 
be  used  at  this  stage  in  preventing  a  too  rapid  delivery.  In- 
stead of  being  traction  instruments  then,  they  should  hold  the 
head  back  should  a  sudden  accession  of  pain  occur. 

Two  precautions  should  be  observed :  First,  not  to  lift  the 
hadles  too  high,  for  fear  of  cutting  the  vaginal  wall  with  the 
ends  of  the  blades,  particularly  when  one  is  not  sure  that  these 
blades  do  not  extend  beyond  the  fetal  head,  thus  leaving  the 
ends  free  to  cut  when  brought  into  contact  with  the  vaginal 
wall ;  and,  second,  to  relax  the  screw  or  lock  from  time  to  time 
in  order  to  prevent  too  constant  pressure  upon  the  fetal  head. 
Too  much  stress  cannot  be  placed  upon  the  injunction  to  use 
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gentle  traction.  There  can  never  be  any  excuse  for  violent, 
rapid  or  constant  traction.  It  is  well  to  bear  in  mind  that  at 
this  stage  of  the  procedure  one  is  simply  trying  to  supple- 
ment the  expulsive  pains  and  to  assist  in  distending  the  perineal 
structures.  If,  because  of  unusual  toughness  of  these  struc- 
tures or  because  of  old  cicatrices  therein,  dilatation  is  not  easily 
accomplished,  matters  may  be  greatly  facilitated  by  perform- 
ing episiotomy  on  one  or  both  sides.  This  is  an  operation 
which  greatly  neglected,  and  yet  it  is  one  of  the  most  valuable 
aids  to  speedy  delivery  which  the  art  of  obstetrics  offers. 

This  operation  is  available  not  only  in  those  cases  in  which 
interference  of  any  other  nature  is  unnecessary,  but  very  often 
when  the  forceps  must  be  applied,  particularly  when  the  pains 
become  more  pronoimced  and  there  is  danger  of  a  too  rapid 
dilatation  of  the  soft  parts.  It  has  the  great  advantage  of  putting 
the  direction  of  the  tear  into  the  hands  of  the  operator,  to  say 
the  least. 

It  occurs  now  and  then  that  the  descending  head  comes 
down  in  a  position  wholly  or  partially  transverse  to  the  normal, 
in  those  cases  in  fact,  in  which  the  normal  anterior  rotation  of 
the  occiput  does  not  take  place.  The  forceps  rightly  applied, 
again  to  the  sides  of  the  head,  will  enable  the  operator  to  assist, 
to  direct,  the  normal  rotation,  and  thus  correct  what  might  be 
the  cause  of  interminable  delay  into  a  normal  and  safe 
delivery,  safe  at  least  to  the  integrity  of  the  soft  parts. 
This  assisted  rotation  of  the  head  must  of  necessity  be  done 
with  the  greatest  caution,  for  there  is  great  danger  of  tearing 
if  the  operation  be  performed  rapidly.  In  the  writer's  judg- 
ment it  can  only  be  done  when  the  cervix  is  fully  dilated  and 
retracted  over  the  fetal  head.  In  case  the  cervix  be  not  so  re- 
tracted, it  may  be  necessary  to  split  it  on  either  side  and  thus 
assist  the  retraction. 

When  posterior  rotation  of  the  occiput  occurs,  the  applica- 
tion of  the  low  forceps  may  be  necessary,  indeed  is  necessary 
in  the  majority  of  cases.  In  these  cases  a  greater  elevation  of 
the  handles  is  the  essential  part  of  the  procedure,  and  still 
greater  care  is  to  be  observed  that  tearing  does  not  occur. 

«         «         * 

W.  S.  Handley,  M.D.: 

The  natural  local  cure  of  cancer  is  brought  about  by  iibrotic 
processes  which  cut  off  the  cancerous  epithelium  from  that 
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contact  with  connective  tissue  cells  which  is  necessary  to  main- 
tain its  vitality.  Superficially,  at  any  rate,  this  process  presents 
some  analogy  with  the  natural  cure  of  tubercle,  which  also 
takes  place  by  a  process  of  fibrosis.  And  certain  cases  in  which 
I  have  seen  great  apparent  benefit  to  cancer  patients  as  the  re- 
sult of  a  change  of  residence  from  town  to  country,  or  from 
a  sea  voyage,  lead  me  to  suggest  that  the  open-air  treatment, 
which  has  proved  so  successful  in  tubercle,  may  be  worthy  of 
trial  in  the  more  chronic  cases  of  inoperable  cancer.  The  treat- 
ment as  applied  to  tubercle  would  require  modification  for 
cancer ;  the  carcinoma  patient,  for  instance,  as  contrasted  with 
the  tuberculous  patient,  would  probably  require  less  food  and 
more  exercise;  but  there  would  appear  to  be  no  very  strong 
objection  to  the  tentative  treatment  of  cases  of  inoperable  can- 
cer side  by  side  with  cases  of  tubercle  in  sanatoriums.  Under 
no  circumstances  whatever  should  the  treatm.ent  be  recom- 
mended as  a  substitute  for  operation,  if  operation  is  possible. 

H.  T.  Herring,  M.D. : 

I  have  systematically  employed  continuous  suction,  as  op- 
posed to  intermittent  aspiration,  for  many  years,  and  there  can 
be  no  question  of  the  benefits  conferred  on  patients,  especially 
after  the  operation  of  cystotomy,  both  as  regard  their  comfort 
and  their  general  well-being,  for  they  are  kept  thereby  quite 
dry,  and  thus  relieved  of  the  infliction  of  frequent  dressings, 
which  are  imperative  under  ordinary  circumstances.  Dryness 
and  the  relief  thus  afforded  undoubtedly  enables  wounds  to 
heal  more  rapidly,  and  tends  to  a  lower  mortality  from  post- 
operative causes. 

The  chief  obstacle  which  has  up  to  the  present  prevented 
the  more  general  employment  of  continuous  suction  has  been 
the  want  of  some  portable  apparatus  which  can  be  used  in  any 
place,  and  which  will  easily  maintain  a  continuous  negative 
pressure  without  much  attention. 

I  have  an  appliance  which  consists  of  a  rotary  pump,  that 
will  mechanically  extract  air,  and  a  small  electric  motor  to 
drive  it,  both  being  enclosed  in  a  portable  box.  As  almost 
every  house  and  room  has  now  an  electric  installation,  the 
motive  power  exists  everywhere,  and  always  close  at  hand. 
Connection  between  the  motor  and  the  nearest  lamp  holder 
has  only  to  be  established  and  the  pump  is  ready  to  work. 
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This  apparatus  is  exceedingly  efficient,  extracting  lo  to  12 
cub.  ft.  of  air  an  hour,  and  will  produce  a  high  negative 
pressure  (over  29.5  in.  of  mercury).  It  will  run  for  days, 
requiring  only  to  be  lubricated  occasionally.  The  weight  of  the 
complete  apparatus  is  about  26  lbs.,  and  the  cost  of  running  it 
does  not  exceed  2  cents  an  hour. 

I  may  mention  one  or  two  other  points  which  have  to  be 
provided  for  in  order  that  suction  may  be  successfully  applied 
in  surgery. 

1.  To  prevent  the  blocking  of  the  suction  tube  in  the  wound 
either  by  the  tissues  themselves  or  by  blood  clot,  mucus,  or  pus, 

2.  To  provide  for  the  drainage  and  removal  of  fluids  col- 
lected in  cavities,  or  dependent  parts  not  actually  reached 
by  the  suction  tube  itself. 

The  easiest  method  of  draining  is  to  insert  the  end  of  the 
suction  tube  into  one  of  considerably  larger  diameter  placed  in 
the  wound  in  the  ordinary  way.  The  latter  acts  as  a  caisson,  or 
well,  to  collect  the  fluid,  and  from  which  the  fluid  is  sucked 
as  soon  as  it  reaches  the  level  of  the  aspirating  tube.  This  plan 
has  a  disadvantage,  for  although  it  prevents  overflow  and 
succeeds  in  keeping  the  cystotomy  patient  perfectly  dry,  yet 
it  does  not  drain  the  cavity,  and  always  allows  a  pool  of  fluid 
to  remain  below  the  level  of  the  suction  tube.  If,  however, 
the  caisson  is  replaced  by  a  porous  or  absorbent  one,  which 
I  eflfect  by  tightly  wrapping  several  layers  of  lint  or  gauze 
round  the  lower  3  inches  of  the  suction  tube,  the  result  is  much 
better.  The  fluid  is  first  soaked  up  into  the  material,  and  is  then 
gradually  extracted  from  it  and  carried  away  by  aspiration. 
The  roll  of  material  must,  of  course,  extend  beyond  the  lower 
end  of  the  tube,  and  be  long  enough  to  touch  the  floor  of  the 
cavity  and  at  the  same  time  project  above  the  surface  of  the 
skin ;  for  otherwise  atmospheric  pressure  will  be  unable  to  act 
on  the  cavity,  and  a  negative  pressure  will  be  established  there, 
when  extraction  of  fluid  will  at  once  cease. 

Another  application  of  this  principle  is  simply  to  embed 
the  end  of  the  aspirating  tube  deeply  among  the  dressings. 
By  either  means  extraction  continues  as  long  as  any  part  of  the 
absorbent  dressing  touches  fluid ;  so  that  secretions,  etc.,  perco- 
lating into  a  cavity,  are  at  once  absorbed  by  the  material  and 
then  extracted  and  carried  away  to  the  receiver  by  the  suc- 
tion action.     The  receiver  of  which  I  have  just  spoken  is  a 
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large  bottle  interposed  between  the  pump  and  the  suction 
tube.  It  catches  and  retains  all  the  fluids  withdrawn,  and 
prevents  the  blocking  of  the  apparatus. 

This  pump  may  also  be  used  to  irrigate  a  wound  with  any 
solution  desired.  One  end  of  a  small  tube  is  attached  to  the 
outlet  of  the  pump,  the  other  to  the  short  arm  of  a  Woolf 's 
bottle  filled  with  the  irrigating  solution.  A  second  tube — 
that  which  is  to  convey  the  fluid  to  the  wound — is  connected 
with  the  arm  extending  to  the  bottom  of  the  bottle.  The 
action,  then,  of  the  pump  is  to  force  air  into  the  bottle  and 
create  a  positive  pressure,  which  in  its  turn  drives  the  solution 
along  the  irrigating  tube  to  the  dressings  in  the  wound.  If  a 
small  and  contmuous  supply  of  solution  is  wanted,  the  irrigat- 
ing nozzle  must  be  quite  fine  and  the  pressure  regulated  by 
adjusting  the  escape  valve  connected  with  the  Woolf's  bottle. 
Thus,  a  wound  may  be  drained  and  irrigated  at  the  same  time 
without  discomfort  to  the  patient. 

Suction  has  been  employed  in  draining  the  chest,  the  kidneys, 
the  gall  bladder,  the  throat  and  nose,  and  I  think  with  this  more 
convenient  and  powerful  apparatus  a  further  trial  should  be 
given,  not  only  in  these  cases,  but  also  in  all  where  it  is  im- 
portant to  remove  secretions  and  discharges. 


John  G.  Clark,  M.D.: 

For  the  last  fifteen  years  the  question  of  drainage  in  surgery 
of  the  pelvic  organs  has  particularly  interested  me,  for  in  that 
time  I  have  watched  the  various  phases  of  this  question  as  they 
have  developed.  The  experience  of  the  last  decade  among  sur- 
geons has,  I  believe,  emphasized  the  conclusion  which  followed 
the  study  of  1700  cases  of  abdominal  section,  that  drainage  as 
then  employed  did  more  harm  than  good. 

So  evident  were  the  evils  of  promiscuous  drainage  that  I 
became  radically  prejudiced  against  the  system  then  in  vogue, 
feeling  that  many  more  cases  were  drained  than  were  neces- 
sary. The  views  upon  drainage  have  imdergone  a  complete 
revolution  since  that  time,  for  among  the  very  best  surgeons 
of  the  present  day,  a  very  small  number  of  abdominal  opera- 
tions are  followed  by  drainage,  whereas  the  opposite  was  then 
the  case.  We  have  learned  one  thing  very  definitely,  and  that 
is  that  the  peritoneum  can  take  care  of  a  considerable  amount 
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of  infection,  and  if  it  is  reinforced  by  saline  solution  infusions 
into  the  abdomen,  the  dangers  can  still  further  be  eliminated. 
It  was  my  practice  for  several  years  to  leave  large  quanti- 
ties of  salt  solution  in  the  abdominal  cavity  subsequent  to 
operation.  I  believe,  however,  that  the  giving  of  large  quanti- 
ties of  normal  saline  solution  into  the  rectum  offers  a  more 
satisfactory  way  of  accomplishing  the  same  purpose,  for  by 
increasing  the  fluid  constituent  of  the  blood  one  necessarily 
increases  the  circulating  lymph  medium  in  the  peritoneal 
cavity.  Leukocytes  and  serum  which  enter  the  peritoneum 
through  the  omentum  and  other  passages  possess  more  active 
geirmicidal  powers  than  simple  salt  solution  poured  directly 
into  the  cavity. 

It  has  been  my  custom  for  several  years  to  give  to  the  patient, 
while  still  on  the  operating  table  in  the  Trendelenburg  position, 
before  coming  out  of  the  anesthetic,  at  least  one  liter  or  normal 
salt  solution.  By  adopting  this  posture  the  fluid  runs  back 
into  the  transverse  colon,  and  I  have  not  infrequently  seen 
it  fill  up  the  cecum  with  a  reflux  into  the  ileum.  This  gives  an 
excess  of  fluid  and  produces  an  increased  lymphorrhea  as  well 
as  leukocytes  in  the  peritoneal  cavity. 

In  a  considerable  series  of  experiments  in  peritoneal  absorp- 
tion we  found  that  carmine  granules  were  deposited  within 
twenty-four  hours  after  their  injection  in  the  liver  and  lung 
spaces,  and  even  in  the  marrow  of  the  long  bones.  It  stands 
to  reason  that  if  peritonitis  is  already  present,  showing  that  the 
peritoneum  has  been  ineffective  in  eliminating  septic  matter^ 
the  patient  should  be  placed  in  Fowler's  position,  with  abun- 
dant drainage  and  the  copious  use  of  salt  solution  by  slow 
enteroclysis. 

Drainage  of  the  pelvic  cavity  should  be  almost  invariably 
accomplished  through  Douglas'  cul-de-sac.  This  obviates  the 
chief  drainage  sequelae  when  employed  through  an  abdominal 
incision,  and  in  addition  is  much  more  effective  when  intro- 
duced into  the  more  dependent  part  of  the  peritoneal  cavity. 

Counting  all  of  the  case  upon  which  I  operate,  I  am  sure  that 
two  per  cent,  will  cover  the  entire  number  in  which  I  look 
upon  a  drain  as  necessary. 

In  my  recent  experience  concerning  the  question  of  entcrop- 
tosis,  a  very  strong  objection  to  drainage  has  been  offered  by 
some.    The  omentum  hanging  as  a  dependent  curtain  from  the 
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lower  part  of  the  stomach  is  closely  linked  with  the  transverse 
colon  and  stomach.  The  omentum  acting  as  a  scavenger  drifts 
to  various  parts  of  the  abdominal  cavity  through  the  action 
of  intestinal  peristalsis.  In  the  event,  therefore,  of  peritoneal 
irritation,  adhesions  take  place,  binding  this  organ  to  whatever 
part  it  may  come  in  contact.  When  an  incision  is  made  above 
the  pubis  the  omentum  presents  itself  at  the  opening.  On 
lightly  tugging  upon  it  the  transverse  colon  is  brought  down 
into  the  incision,  and,  if  there  is  gastroptosis,  even  the  lower 
curvature  of  the  stomach.  If  drainage  is  employed  adhesions 
form  about  it,  as  has  occurred  in  several  cases  which  have 
recently  come  under  my  observation,  the  omentum  acting  as  an 
envelope  for  the  drainage  has  become  securely  fixed  and  has 
held  both  the  transverse  colon  and  stomach  in  a  vicious  posi- 
tion, which  has  led  to  a  significant  train  of  symptoms  charac- 
teristic of  gastroptosis.  In  a  few  instances  this  condition  has 
been  so  exaggerated  as  to  require  a  secondary  operation  to 
liberate  the  omentum  in  order  to  permit  the  colon  and  stomach 
to  return  to  their  normal  positions. 

Among  the  many  objections,  therefore,  which  have  been 
offered  to  abdominal  drainage,  this  is  a  new  one  and  should 
have  consideration,  for  I  know  of  no  patients  who  are  more 
persistent  invalids  than  those  suffering  with  enteroptosis. 


Knyveit  Gordon,  M.D. : 

I  will  discuss  the  treatment  of  puerperal  sepsis,  as  based 
upon  250  such  cases.  In  each  case  a  bacteriological  examina- 
tion of  the  urine  contents  and  of  the  blood  has  been  made; 
in  the  majority  of  the  cases  blood  counts  have  been  made,  and 
in  some  a  detailed  histological  examination  of  the  blood  also. 
Post-mortem  examinations  have  been  made  in  80  per  cent,  of 
the  fatal  cases,  and,  whenever  possible,  the  distribution  of  the 
infecting  organisms  has  been  studied  by  large  paraffin  sec- 
tions through  the  whole  uterine  wall.  I  do  not  refer  to  cases 
in  which  there  is  an  obvious  local  lesion,  such  as  pelvic  abscess, 
retained  placental  tissue,  or  peritonitis,  but  to  those  cases  in 
which  the  patient  is  desperately  ill,  the  extent  of  septic  absorp- 
tion is  great,  whether  of  toxins  only  or  of  bacteria  also,  and 
where  there  are  no  obvious  local  signs,  except  uterine  sub- 
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involution,  with  perhaps  some  abdominal  distension  and  endo- 
metritis. 

In  practice  about  half  of  these  have  streptococci  in  the  cir- 
culating blood  at  a  fairly  early  date,  other  organisms,  such  as 
the  Bacillus  coli,  being  only  found  in  that  situation  as  a  termi- 
nal invasion.  With  regard  to  treatment,  two  views  have 
been  widely  spread — one  advising  that  active  disinfection  of 
the  uterus  should  be  avoided ;  the  other  advocating  active  meas- 
ures, such  as  curetting  and  local  applications  to  the  uterine 
wall.  Seventy-nine  of  my  early  cases  were  treated  with  anti- 
streptococcic serum  and  with  intrauterine  and  vaginal  douches ; 
thirty-seven  of  them  died.  On  examining  the  series  of  sec- 
tions from  the  uterine  wall  of  the  fatal  cases  I  fail  to  find  a 
granulation  wall  at  all  in  any  instance;  both  the  ^'protective" 
leucocytes  and  the  bacteria  were  scattered  through  the  section 
from  the  endometrium  to  the  peritoneum. 

Then  I  began  to  disinfect,  using  a  large,  sharp  curette,  fol- 
lowed by  the  application  of  undiluted  izal  fluid  with  a  succes- 
sion of  swabs,  with  the  result  that,  with  no  appreciable  diflEer- 
ence  in  the  type  of  case,  the  mortality  fell  to  24  per  cent., 
where  it  has  remained  for  three  years. 

I  do  not  believe  in  the  harmfulness  of  active  local  treatment, 
but  as  regards  the  use  of  the  douches  I  would  point  out  that  the 
proportion  of  my  cases  in  which  intrauterine  and  vaginal 
douching  had  been  followed  suffered  steady  deterioration, 
uterine  douching  being  more  deleterious  than  vaginal  irriga- 
tion. 

Many  cases  complicated  by  lacerations  of  the  cervix  or  tis- 
sues presented  in  a  greater  or  less  degree  inflammation  of  the 
pelvic  connective  tissue,  without  any  evidence  of  suppuration ; 
although  such  swelling  has  generally  subsided  pyaemia  has 
supervened.  It  is  possible  that  by  incising  the  cellulitic  area 
and  packing  and  draining  it  quite  early  in  the  attack  before 
signs  of  suppuration  occur,  pyaemia  might  be  avoided.  In  cases 
where  the  patient  suffers  from  pyrexia  for  weeks  without 
any  gross  lesion  to  account  for  it,  there  is  doubtless  metro- 
phlebitis, with  or  without  thrombosis  in  the  veins  in  the  broad 
ligament;  if  this  condition  could  be  diagnosed  many  weeks 
of  illness  could  be  saved  by  ligaturing  these  efferent  veins 

I  have  performed  hysterectomy  as  a  last  resort  in  5  cases, 
unsuccessfully,  but  have  not  tried  it  early  in  the  case  before  the 
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patient  becomes  seriously  ill.  In  one  case  the  condition  of  the 
uterus  at  the  time  of  curetting  indicated  that  hysterectomy 
might  become  necessary,  the  organ  was  very  soft,  and  the 
finger  could  have  been  easily  pushed  through  it  at  any  part. 
A  few  days  later  when  removed  it  was  found  to  be  gangrenous. 

The  worst  cases  are  those  where  the  uterus  does  not  appear 
to  be  very  much  diseased.  With  the  exception  of  extreme  dila- 
tation, and  of  a  complete  absence  of  any  contraction  after 
curetting  and  swabbing  there  is  no  evidence  of  clinical  in- 
fection, but  post  mortem  one  finds  such  an  organ  packed  with 
the  infecting  organisms  from  peritoneum  to  endometrium.  In 
some  of  these  cases  time  is  wasted  by  curetting,  but  it  is  diffi- 
cult to  decide  on  hysterectomy  when  streptococci  are  found 
in  the  uterus  and  not  in  the  blood,  and  when  the  effect  upon 
the  patient  is  considered.  Suppuration  diffused  in  the  uterine 
wall  has  been  found  in  three  fatal  cases,  but  not  detected 
during  life.  Localized  abscess  of  the  wall  has  been  successfully 
operated  upon  in  three  cases.  In  another  case  an  abdominal 
section  showed  the  whole  of  the  posterior  surface  of  the  uterus 
to  be  studded  with  small  abscesses,  while  the  extreme  swell- 
ing of  both  broad  ligaments  practically  made  hysterectomy 
impossible.  Therefore  the  posterior  cul-de-sac  was  incised 
through  the  vagina,  and  the  peritoneum  stripped  off  the  back 
of  the  uterus  as  high  as  possible,  the  cavity  was  packed  with 
gauze,  there  was  a  free  discharge  of  pus,  and  the  patient  made 
a  good  recovery.  A  case  of  peritonitis  with  right  pyosalpinx 
was  treated  in  the  same  way  after  the  tube  had  been  removed 
through  the  abdominal  incision,  and  two  abscesses  had  been 
diagnosed  in  the  muscle  tissue. 

It  is  probably  better,  even  when  there  is  suppuration  in  the 
uterine  wall,  to  deal  with  the  case  per  vaginam  by  providing 
an  outlet  for  the  discharge  outside  the  peritoneum 


H.  C.  Cameron,  M.  D. : 

The  present  clinical  teaching  in  regard  to  cancer  of  the  breast 
may,  I  think,  be  fairly  summarized  thus :  It  is  a  disease  which 
probably  invades  the  body  from  without  and  is  at  first  strictly 
of  local  character  and  of  local  consequence.  If  removed  at 
a  very  early  stage — ^that  is,  when  the  tumor  is  recent  and  still 
small — ^by  an  extensive  operation  definitely  planned  and  carried 
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out,  a  satisfactory  cure  may  follow.  Should  no  return  of  the 
disease  occur  within  a  period  of  a  few  years — say  three  to  five 
— this  result  may  be  considered  as  fairly  assured. 

To  the  general  tenor  of  such  doctrine  no  one  is  now  likely 
to  offer  any  great  objection;  but  at  the  same  time,  experience 
proves  that  many  of  these  statements  are  contradicted,  from 
time  to  time,  by  the  progress  and  issue  of  individual  cases. 
The  disease  is  one  of  the  most  contradictory  of  all  diseases. 
In  almost  all  respects  there  is  apt  to  be  want  of  uniformity 
in  the  behavior  of  different  cases,  even  when  they  strongly 
resemble  each  other  in  the  first  instance. 

Our  most  favorable  results,  if  my  experience  has  not  been 
exceptional,  are  not  to  be  regarded  as  due  necessarily  and 
always  to  the  forni  and  extent  of  our  operation  or  to  the  date 
of  our  interference  relatively  to  the  size  of  the  tumor.  They 
seem  due  rather  to  the  essential  character  of  the  individual 
tumor  and  the  degree  of  invasion  of  the  lymphatic  system  of 
the  part  in  each  individual  case.  If  the  upper  axilla  be  in- 
volved as  well  as  the  lower,  the  prognosis  is  the  more  doubt- 
ful ;  if  there  be  obvious  infection  of  the  skin,  especially  in  the 
form  of  detached  separate  nodnles  near  the  seat  of  the  disease, 
the  prospect  of  long  immunity  from  recurrence  is  very  slight, 
however  large  an  area  of  skin  be  sacrificed,  while  if  the  dis- 
ease is  apparent  in  glands  above  the  clavicle,  I  always  now 
decline  to  operate.  Still  the  extent  of  the  operation  is,  un- 
doubtedly, a  certain  factor  in  our  results.  It  is  a  fact  that  long 
continued  good  health  and  apparently  permanent  cure  some- 
times, in  former  days,  followed  removal  of  the  breast  alone; 
but  the  much  more  frequent  experience  of  such  encouraging 
results  after  the  more  extensive  procedure  of  also  clearing  out 
the  armpit  has  been  very  marked,  indeed. 

Recently,  I  have  either  personally  seen,  or  communicated 
with  the  medical  attendants  of,  ten  patients  who  remain  quite 
well  after  operations  performed  seven  years  ago  and  upwards 
for  mammary  cancer,  verified  after  removal  by  microscopic 
examination.  The  list  only  includes  one  hospital  patient,  as 
such  patients,  for  the  most  part,  quickly  disappear  from  one  s 
view,  and  I  have  made  no  search  at  all  amongst  former  pa- 
tients, whether  private  or  hospital.  These  ten  to  whom  I  refer 
chance  to  have  remained  within  the  area  of  my  own  knowledge 
and  observation.    The  periods  of  time  which  have  elapsed  since 
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operation  in  these  cases  are  respectively  thirteen  years,  twelve 
years,  eleven  years,  ten  years,  ten  years,  nine  years,  nine  years, 
seven  years.  In  all  of  these  cases  the  contents  of  th  axilla  were 
removed,  but  in  none  were  the  pectoral  muscles  interfered  with. 
1  believe  it  would,  at  any  time,  have  been  impossible  for  a  sur- 
geon of  thirty  or  forty  years  ago,  who  removed  the  mammary 
gland  alone,  to  have  made  a  statement  similar  to  this. 

Nowadays  there  are  large  numbers  of  surgeons  all  over  the 
world  whose  experience  of  results  is  of  exactly  the  same  char- 
acter ;  and  this,  no  one  will  dispute,  is  due  to  the  more  extended 
nature  of  the  operation.  Whether  or  not  the  routine  practice 
of  removing  the  pectoral  muscles  will  mark  a  corresponding 
advance  is  doubtful ;  but  I  think  it  should  be  followed,  in  the 
absence  of  anything  to  contra-indicate  it,  since  we  must  do 
everything  we  can  to  be  in  advance  with  our  operation  of  any 
existing  dissemination  of  the  disease;  and,  in  any  case,  the 
removal  of  these  muscles  makes  the  clearing  out  of  the  axilla 
much  more  easy  and  satisfactory,  while  their  absence  is  hardly 
at  all  disabling  as  regards  the  future  usefulness  of  a  woman's 

arm. 

♦        ♦        ♦ 

E.  K.  Macomber,  M.  D. : 

I  advocate  the  use  of  Dilating  Bags  for  the  Prevention  of 
Perineal  Lacerations  during  labor.  After  the  cervix  has  di- 
lated to  the  size  of  a  silver  dollar  or  a  little  larger,  and  labor 
pains  are  active,  the  dilating  bag  of  de  Ribes,  or  one  of  its  mod- 
ifications, is  boiled,  lubricated,  and  introduced  into  the  vagina ; 
it  is  then  slowly  filled  with  a  warm  antiseptic  solution  and  the 
bag  left  to  be  expelled,  being  held  during  each  pain  to  pre- 
vent rapid  expulsion,  which  might  cause  lacerations.  By  this 
means  the  vagina  is  gradually  dilated  in  such  a  way  that  the 
second  stage  of  labor  is  materially  shortened:  in  many  cases 
the  foetal  head  emerges  from  the  vulva  immediately  after  the 
bag  is  expelled.  At  the  same  time  the  presence  of  the  bag 
stimulates  the  secreting  glands  of  the  vagina,  and  thus  keeps 
the  passage  well  lubricated.  Furthermore,  the  pains  do  not  so 
frequently  become  inefficient  during  the  second  stage;  and 
if  they  do,  slight  traction  on  the  bag  will  immediately  bring 
on  a  pain.  By  this  method  instrumental  deliveries  are  very 
largely  avoided,  as  well  as  the  lacerations  so  common  in  spon- 
taneous delivery.     The  direction  of  the  dilating  force  is  also 
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towards  the  outlet  of  the  vulva  instead  of  towards  the  centre 
of  the  perineum.  Several  obstetricians  who  have  tried  this 
plan  report  favorably  on  it,  though  one  or  two  evidently  have 
doubts  about  recommending  it  unless  the  manipulator  is  thor- 
oughly au  fait  with  antiseptic  routine. 


J.  N.  McCoy,  M.D.: 

The  treatment  of  epithelioma  is  either  surgical  or  therapeu- 
tical, or  both.  The  surgical  treatment  consists  of  a  radical  and 
complete  excision  of  the  tumor,  including  the  immediate  sur- 
rounding tissues,  early  in  the  career  of  the  disease.  This  is 
objectionable,  in  that  it  involves  more  or  less,  and  in  some  in- 
stances great,  destruction  or  removal  of  tissue,  entailing  life 
long  disfigurement.  It  must  be  done  very  early  in  the  life  of 
the  growth  in  order  to  anticipate  metastasis  and  a  consequent 
recurrence  of  the  disease.  These  growths  too  frequently  are 
never  under  the  notice  of  the  physician  until,  by  reason  of 
their  advanced  state,  sloughing  and  consequent  metastasis,  the 
time  has  passed  when  excision  alone  can  offer  hope. 

The  therapeutic  treatment,  as  recognized  by  the  medical 
profession  to-day,  consists  of  the  administration  of  tonics  and 
reconstructives,  the  one  most  used  being  arsenic,  and  the  scien- 
tific exposure  of  the  tumor  to  Rontgen  rays. 

The  use  of  tonics  is  undoubtedly  to  be  advised  when  the  dis- 
ease has  advanced  to  the  extent  of  becoming  constitutional 
and  producing  the  characteristic  cachexia  or  marasmus,  other- 
wise any  medication  is  superfluous. 

A  treatment  in  use  by  quack  cancer  specialists  is  the  appli- 
cation of  escharotic  pastes  with  the  object  of  destroying  the 
tumor.  This  causes  great  suffering  to  the  patient  and  the 
usual  result  is  to  hasten  the  growth  of  the  tumor  and  pro- 
mote metastasis.  Cures  by  this  method  are  limited  to  those 
cases  in  a  very  early  stage,  and  then  are  rare.  Should  a  cure 
result  it  can  only  do  so  by  great  destruction  of  tissue,  with 
consequent  physical  pain,  mental  anguish,  and  life-long  dis- 
figurement. The  attempt  to  remove  these  growths  by  the  es- 
charotic method  is  utterly  reprehensible. 

The  exhibition  of  ;r-rays  is  the  treatment  for  epithelioma  to- 
day. Statistics  on  the  subjects  are  so  favorable  that,  meager 
and  imperfect  as  they  are,  they  lead  us  to  believe  that  the  per- 
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centage  of  cures,  without  recurrence,  will  compare  favorabl) 
with  the  treatment  of  any  human  ailment  by  any  means. 

This  treatment  consists  of  exposing  the  tumor  and  surround- 
ing parts  to  the  flourescent  rays  generated  in  some  form  of 
Crookes'  tube,  by  a  static  machine  or  ,r-ray  coil,  attached  to  a 
commercial  lighting  circuit.  The  coil  is  preferable  to  the 
static  machine,  being  uncomplicated,  always  ready  to  work, 
and  supplying  sufficient  current  for  any  purpose,  merely  by 
the  throw  of  a  switch.  By  means  of  the  rheostat  the  amount 
of  current  is  under  perfect  control,  which  is  a  very  essential 
feature  in  therapeutics. 

The  position  of  the  patient  for  treatment  depends  upon  the 
location  of  the  growth.  Whenever  possible,  and  it  is  usually 
so,  the  patient  should  be  put  upon  a  table,  as  he  can  then  lie 
at  rest  and  be  absolutely  quiet  during  the  exposure.  It  is  neces- 
sary at  intervals  to  expose  to  the  rays  the  surrounding  tissue, 
but  usually  all  the  surrounding  parts  are  protected  from  the 
rays  and  only  the  tumor  itself  exposed.  Various  means  have 
been  devised  for  this  purpose,  chief  of  which  are  a  heavy  lead 
plate  in  which  a  suitable  opening  is  contrived  by  means  of 
slides;  a  plate  of  aluminum  with  ground  wire  attached;  but 
probably  the  most  useful  one  to  the  operator,  and  one  which 
offers  sufficient  protection  to  the  patient,  is  heavy  lead  foil. 
This  can  be  cut,  molded  or  fashioned  in  any  way  necessary 
to  meet  irregularities  of  the  surface  of  the  parts  or  the  border 
Hne  of  the  tumor. 

Lead  foil  is  not  wholly  impenetrable  to  the  rays,  neither  is 
aluminum;  the  only  substances  which  offer  perfect  resistance 
to  the  rays  are  heavy  plates  of  either  lead  or  gold.  These 
are  objectionable  by  reason  of  weight  and  expense,  in  addi- 
tion to  which  it  would  be  impossible  to  fit  a  heavy  lead  plate 
in  a  manner  to  perfectly  expose  the  tumor  with  all  its  irregu- 
larities of  outline  and  yet  protect  surrounding  parts.  Lead 
foil  and  aluminum  plates  are  believed  to  deprive  the  rays  of 
the  elements  which  produce  dermatitis. 

Suffice  it  to  say  that  in  my  own  experience  I  have  always 
been  able  to  protect  the  patient,  and  I  have  seen  no  reports  of 
dermatitis  produced  through  either  of  these  substances. 

It  is  necessary  to  carry  the  treatment  to  the  point  of  slight 
reaction,  but  great  discrimination  is  necessary.  The  idiosyn- 
crasies of  the  patient  must  be  investigated  and  determined  by 
tentative  treatments  at  long  intervals. 
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At  least  one  week  must  elapse  between  the  first  and  second 
treatments,  and  the  interval  between  treatments  must  be  cau- 
tiously dcreased  with  a  constant  watch  for  untoward  symp- 
toms. Some  patients  exhibit  a  remarkable  tolerance  for  the 
rays,  while  others  seem  possessed  of  an  idiosyncrasy  against 
them.  The  interval  between  treatments  may  be  decreased  until 
to  some  patients  an  exposure  may  be  given  every  day.  The 
time  occupied  in  an  exposure  varies  in  the  same  manner  as  the 
interval  between  treatments. 

A  procedure  now  being  followed  by  some  operators,  and 
which  has  much  to  recommend  it,  is  a  combined  treatment, 
embracing  surgery  and  ^--ray  therapy. 

If  a  tumor  be  well  advanced,  and  elevated  above  the  sur- 
rounding tissues,  a  partial  excision  is  advisable,  cutting  the 
tumor  down  to  the  level  of  the  surrounding  tissues,  after  which 
the  regular  Roentgen  treatment  should  be  pursued.  This 
has  a  distinct  advantage  in  that  it  reduces  the  depth  of  the 
tumor,  thereby  offering  less  resistance  to  the  penetration  of  the 
rays,  which  is  a  valuable  consideration,  as  this  carcinomatous 
tissue  is  quite  dense  and  offers  a  high  degree  of  resistance  to 
the  rays,  preventing  their  perfect  penetration  to  the  deepest 
parts  of  the  tumor.  This  combined  method  is  now  being  prac- 
ticed in  all  forms  of  operable  malignant  growths,  the  .f-rays 
being  used  following  operation  as  a  means  of  preventing 
recurrence. 

4c  *  « 

W.  D.  Porter,  M.  D. : 

Several  years  ago  I  described  a  condition  in  which  artificial 
dilatation  is  indicated  at  the  or^et  of  labor.  In  this  condition 
the  head  is  low  down,  almost  on  the  floor  of  the  pelvis,  before 
labor  sets  in.  The  cervical  canal  is  obliterated.  The  lower 
uterine  zone  is  thin  and  envelops  the  head  like  a  skull-cap.  The 
external  os  seems  a  mere  dimple,  and  is  often  hard  to  find. 
Dilatation  by  the  natural  forces  is  very  slow,  sometimes  almost 
impossible.  The  skull-cap  of  uterine  tissue  fits  so  snug  that  a 
bag  of  water  cannot  form.  The  friction  area  between  head  and 
skull-cap  is  so  great  tliat  tremendous  force  is  needed  to  pull 
up  the  cervical  tissue  and  produce  dilatation.  The  condition 
is  relieved  by  partial  dilatation  manually.  This  allows  the 
natural  forces  to  act  efficiently,  and  the  dilatation  is  promptly 
completed. 
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We  shall  now  consider  some  of  the  methods  of  accomplish- 
ing dilatation.  In  my  own  work  I  have  restricted  myself  al- 
most entirely  to  two  methods,  viz.,  by  the  hand  or  hands  and  by 
the  rubber  bags,  although  it  is  sometimes  necessary  to  make 
slight  preliminary  dilatation  with  metal  dilators  until  a  finger 
can  be  inserted. 

The  manual  method  of  Harris  is  applicable  to  a  large  per- 
centage of  cases,  and  I  have  used  it  frequently.  It  has  the 
disadvantage  of  quickly  tiring  the  hand,  and  usually  the  pres- 
sure is  so  great  that  the  hand  must  be  removed  to  rest  it.  The 
frequent  insertion  of  the  hand  and  the  changing  of  one  hand 
for  the  other  increases  the  danger  of  infection. 

I  have  frequently  resorted  to  a  bimanual  method  of  dilatation 
which  I  have  never  seen  described,  though  it  has  probably 
been  used  by  others.  In  this  method  the  hands  are  crossed, 
back  to  back,  with  the  thumbs  up.  The  fingers  may  be  brought 
into  pretty  accurate  apposition,  but  the  thumbs  are  at  different 
levels.  The  tips  of  two  or  more  opposite  fingers  are  inserted 
into  the  cervix,  the  number  depending  upon  the  extent  of 
dilatation.  The  tips  of  the  opposed  fingers  are  separated  by 
lever  action,  the  knuckles  being  the  fulcrum.  Considerable 
force  may  be  exerted,  and  it  is  well  under  control.  As  the  dila- 
tation proceeds,  more  fingers  may  be  inserted  until  all  are  in 
use.  More  complete  dilatation  can  be  effected  than  by  Harris' 
method,  as  eventually  the  tips  of  all  the  fingers  may  be  carried 
against  the  lateral  pelvic  walls.  More  force  can  be  applied 
than  with  the  method  of  Harris,  but  unless  one  has  very  strong 
hands  they  will  quickly  tire.  When  the  hands  are  tired  they 
may  be  rested  without  removing  them.  In  this  respect  the 
method  is  superior  to  that  of  Edgar,  for  in  his  method  the  an- 
terior hand  is  easily  tired  and  must  be  removed  to  secure  rest. 
In  applying  this  method  it  is  best  to  insert  the  fingers  of  one 
hand  and  use  these  as  a  guide  against  which  the  other  fingers 
slide  into  position.    The  patient  must  be  anesthetized. 

My  experience  with  rubber  bags  is  confined  to  those  of 
Barnes,  Braun  and  Champetier  de  Ribes  respectively.  I  for- 
merly made  occasional  use  of  the  Barnes  bag,  but  have  dis- 
carded it  entirely.  Under  the  most  favorable  conditions  it  can 
effect  but  little  dilatation,  and  it  is  very  easily  displaced. 

In  the  past  five  years  I  have  made  rather  frequent  use  of 
the  Braun  bag,  and  have  used  that  of  de  Ribes  in  six  cases.    I 
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now  use  the  Braun  bag  exclusively,  believing  that  it  is  safer 
and  that  its  results  are  uniformly  more  reliable.  It  is  made 
entirely  of  rubber,  and  readily  permits  the  enclosed  fluid  to 
move  in  the  planes  of  least  resistance,  muct  as  the  natural  bag 
of  waters.  With  each  pain  some  of  the  fluid  is  forced  through 
the  OS,  the  amount  depending  on  the  degree  of  dilatation.  On 
cessation  of  the  pain  the  spherical  outline  of  the  bag  is  prompt- 
ly restored  and  at  once  the  pressure  on  the  dilating  portion  is 
released.  This  avoids  serious  interference  with  the  circula- 
tion, and  diminishes  the  danger  of  producing  slightly  necrotic 
areas  in  the  mucous  membrane. 

A  bag  three  inches  in  diameter  is  usually  sufficient  for  full 
dilatation.  The  presenting  part  flattens  the  upper  portion  of 
the  bag,  and  before  the  canal  is  suflBcient  to  let  the  bag  pass 
through  its  descent  is  resisted  by  the  pelvic  floor.  In  this  man- 
ner the  equatorial  diameters  are  increased  until  dilatation  is 
complete  By  the  pressure  in  the  cervical  ring  and  on  the 
pelvic  floor  the  reflexes  are  stimulated,  and  the  first  stage  is 
usually  completed  in  four  to  six  hours  The  pain  incident  to 
the  methods  is  no  greater  than  in  a  normal  labor  of  equal  rapid- 
ity. If  the  patient  seems  to  suffer  much  there  is  no  objection  to 
the  hypodermic  use  of  morphine.  If  she  is  already  worn  out 
from  loss  of  sleep,  one-hundredth  grain  of  hyoscine  hydrobro- 
mide  may  be  added  to  the  morphine,  and  it  will  insure  rest  and 
some  sleep  without  in  any  way  interfering  with  the  progress  of 
the  case. 

The  bags  are  inexpensive,  and  it  is  always  well  to  be  sup- 
plied with  at  least  two,  as  occasionally  a  bag  may  hurst  or  be 
punctured,  though  I  have  never  had  such  an  accident  with  the 
Braun  bag. 

In  using  the  bag  care  should  be  exercised  as  to  the  amount 
of  water  which  is  placed  in  the  bag.  Lack  of  care  at  this  point 
may  result  in  failure  to  fill  the  bag,  or  in  the  greater  blunder 
of  overfilling.  A  simple  plan  is  to  connect  the  bag  with  a 
fountain  syringe,  tying  the  tubing  over  the  nozzle  to  avoid  the 
danger  of  leakage.  Roll  the  bag  on  itself  to  expel  the  air  and 
then  fill  the  bag  with  the  amount  of  water  you  wish  to  use 
after  the  bag  is  inserted.  Close  the  cut-off  and  empty  any 
residue  from  the  syringe.  Wrap  the  bag  and  syringe  lightly 
in  a  towel  and  boil.  When  ready  to  use  open  the  cut-oflF  and 
run  water  from  bag  into  syringe,  close  cut-oflF,  insert  bag,  open 
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cut-off,  elevate  syringe  till  all  the  water  runs  into  bag,  then 
close  cut-off  and  disconnect  the  syringe.  This  method  of  dila- 
tation may  result  in  a  displacement  of  the  presenting  part,  but 
I  believe  this  accident  is  extremely  rare  in  cases  which  have 
advanced  to  full  term.  In  my  experience  it  has  occurred  once, 
and  in  that  case  the  patient  had  gone  to  the  end  of  the  seventh 
month. 

There  is  another  method  of  dilatation,  seldom  mentioned, 
which  is  used  more  frequently  than  all  of  the  others  combined. 
I  refer  to  traction  with  forceps,  the  cervix  being  imperfectly 
dilated.  At  times  this  method  is  used  intentionally.  More  fre- 
quently, perhaps,  its  use  is  not  intentional,  and  the  resistance 
of  the  cervix  is  mistakenly  interpreted  as  due  to  the  resistance 
of  the  bony  pelvis. 

Authorities  agree  that  forceps  should  not  be  used  until  the 
cervix  is  fully  dilated  or  easily  dilatable.  To  estimate  the  ex- 
tent of  dilatation  is  not  always  easy.  The  usual  method  of 
carrying  in  two  fingers  and  separating  the  tips  within  the  cervix 
gives  no  information  after  the  cervix  is  two-thirds  dilated.  If 
the  head  is  sufficiently  low,  examination  during  a  pain  enables 
one  to  outline  the  cervical  ring  against  the  head,  and  thus  to 
gain  accurate  information. 

In  case  the  cervix  is  not  fully  dilated  there  is  a  tendency 
to  overestimate  the  ease  with  which  the  dilatation  may  be  com- 
pleted. In  making  traction  the  aim  should  be  to  gently  and 
safely  complete  the  dilatation.  Sufficient  traction  can  be  made 
with  one  hand,  and  the  fingers  of  the  other  hand  are  well  em- 
ployed in  estimating  the  stain  on  the  cervix  and  in  attempts 
to  slide  it  over  the  head. 

Even  with  these  precautions,  there  is  danger  of  rupturing 
the  thin  cervical  ring,  and  this  danger  is  thoroughly  appre- 
ciated only  by  the  man  who  makes  a  routine  practice  of  ex- 
amining his  cases  several  weeks  after  delivery. 

*        *        * 

Geo.  T.  Harrison,  M.D. : 

D.  Fritsch,  of  the  University  of  Bonn,  has  introduced  a 
method  for  the  control  of  uterine  hemorrhage,  which  may  be 
applied  under  all  circumstances,  and  is  eminently  efficient. 

Let  us  hear,  in  the  first  place,  his  views  on  the  use  of  the 
suture:  '*My  experience  has  taught  me,"  he  remarks,  "that 
the  suture  which  I  once  recommended,  and  which  I  have  often 
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enough  used,  does  not  give  certain  results.  I  have  seen  many 
a  post-mortem,  in  the  cotirse  of  years  in  which  the  suture  was 
used  sectindem  artem.  The  rupture  is  deepest  at  the  point  at 
which  the  parametrium  is  attached  to  the  cervix;  nay,  I  have 
seen  cases  in  which  the  external  os  uteri  and  the  fornix  vaginae 
were  intact;  above,  however,  there  was  a  deep  laceration 
through  the  cervix,  in  which  two  fingers  could  not  attain  to 
the  end.  At  the  moment  of  the  passage  of  the  head  the  cervi- 
cal wall  is  only  from  two  to  three  mm.  thick.  If  the  physi- 
cian in  the  delivery  of  the  after-coming  head,  with  the  finger 
in  the  mouth  of  the  child,  draws  directly  downward,  and  the 
head  occupies  a  transverse  position,  he  involuntarily  presses 
the  occiput  before  and  to  the  side  against  the  pelvic  wall.  If, 
now,  the  assistant  forces  the  head  down  from  the  outside,  the 
thin  wall  of  the  cervix  ruptures  at  the  point  at  which  the  occi- 
put demands  a  quite  considerable  space.  The  narrow  fore- 
head is  much  below  the  narrow  place  when  the  last  coming  oc- 
ciput ruptures  the  cervix.  The  laceration  is  generally  in  front 
of  the  uterine  artery,  but  if  this  vessel  is  fixed  by  an  old  para- 
metric cicatrix,  it  may  also  be  torn.  I  have  several  times,  in 
a  post-mortem  examination,  seen  in  the  midst  of  a  laceration 
the  two  large  lumina  of  the  ruptured  uterine  artery,  opposite 
each  other.  The  vaginal  branch  may  also  be  of  the  thickness 
of  the  radical.  A  hemorrhage  from  a  ruptured  ramus  vagin- 
alis may  cause  death,  even  in  a  non-pregnant  woman." 

Other  considerations  add  force  to  these  views  when  the  por- 
tio  is  seized  with  the  bullet  forceps  and  drawn  down  to  the 
vulvar  opening  for  the  purpose  of  uniting  the  torn  surfaces 
by  suture;  the  uterus  follows  the  traction,  but  not  the  para- 
metrium ;  the  deepest  place  of  the  laceration,  which  is  in  the 
parametrium,  remains  above. 

I  fully  agree  with  t'^ritsch,  that  the  attempt  to  control  the 
hemorrhage  by  the  tampon  is  a  waste  of  time  and  attended  by 
disappointment.  The  method  employed  by  Fritsch  is  desig- 
nated by  him  as  that  of  double  compression,  and  is  thus  accom- 
plished. The  placenta  is,  first  of  all,  removed;  this  is  easily 
done,  as  the  inner  os  uteri  is  either  wide  or  lacerated.  The 
uterus  now  contracts  readily.  The  physician  then,  with  the 
right  hand,  presses  the  anteflexed  uterus  as  deep  as  possible 
into  the  pelvis,  and  in  that  way,  all  coagula  are  forced  out.  The 
operator,  standing  on  the  left  side  of  the  bed,  seizes  the  vulva 
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-with  the  left  hand,  pressing  the  labia  majora  together,  and 
forces  them  above  into  the  angle  of  the  arch  of  the  pubes,  as  if 
he  would  shove  the  entire  pelvic  floor  into  the  pelvic  cavity 
above.  The  manoeuvre  would  be  found  to  be  difficult  in  the 
case  of  a  woman  who  had  not  been  just  delivered.  Not  so 
with  a  woman  recently  delivered,  in  whose  case  the  parts  are 
flabby  and  lie  on  a  lower  plane,  as  it  were. 

Now,  with  the  hand  above  co-operating  with  the  hand  below, 
the  parts  are  forcibly  compressed.  The  lower  arm  is  not  so 
readily  paralyzed,  as  its  elbow  rests  on  the  bed;  when  the 
upper  arm  is  paralyzed,  an  assistant  is  instructed  to  press  on  the 
upper  hand  with  his  or  her  two  hands — to  lean  on  it,  as  it 
were.  It  matters  not  whether  the  laceration  is  on  the  one  side 
or  the  other,  pressure  is  made  directly  downwards.  The  hands 
are  held  in  this  way  for  half  an  hour,  tliree-quarters,  or  even 
longer.  The  patient,  meanwhile,  lies  perfectly  quiet,  and  has 
restorative  drinks  administered.  The  pressure  does  not  give 
pain.  The  upper  hand  is  slowly  withdrawn,  and  the  uterus 
remains  generally,  strongly  anteflexed,  as  if  fixed.  The  bleed- 
ing does  not  recur  because  thrombosis  has  occurred.  A  bag 
of  sand  or  shot  may  substitute  the  upper  hand.  Fritsch  has, 
by  this  method,  controlled,  in  a  few  minutes,  colossal  hemor- 
rhages. 

*  4k  4k 

L.  E.  Russell,  M.D.: 

So  little  is  known  as  to  the  true  cause  of  ectopic  pregnancy 
that  little  need  be  said  in  regard  to  the  various  methods  which 
nature  thwarts  in  these  lesions. 

Let  us,  just  for  a  moment,  briefly  make  a  picture,  in  this  wise : 

History,  a  missed  menstrual  period,  with  inteniiittent  flow- 
ing for  two  or  three  periods,  then  comes  the  crisis.  The  exces- 
sive, unaccountable  pain  in  the  right  or  left  iliac  region.  The 
patient's  face  is  terribly  blanched,  the  lips  and  eyes  like  those 
of  a  person  in  a  severe  fainting  spell.  Added  to  this  a.  little, 
fine,  threading  pulse,  and  upon  examination  a  lateral  enlarge- 
ment in  one  or  the  other  wing  of  the  ileum,  with  a  pouching 
mass  in  Douglass'  cul-de-sac.  We  then  have  made  a  picture 
which  "he  who  runs  may  read  and  not  be  confounded."  There 
is  a  proposition  which  requires  much  skill  in  regard  to  when 
and  how  to  deal  with  the  terrible  calamity.  And  the  answer 
to  this  problem  requires  the  best  efforts  of  the  most  ex- 
perienced operator. 
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If  the  patient  is  badly  shocked  from  pain  and  loss  of  blood 
into  the  abdominal  cavity,  and  the  shock  continues  long,  it 
would  be  the  duty  of  the  surgeon  to  sustain  the  vital  force  and 
at  once  open  down  and  ligate  the  bleeder.  On  the  other 
hand,  if  the  hemorrhage  seems  to  have  ceased,  and  the  patient 
rallies  from  the  first  shock,  the  operation  can  take  place  within 
twelve  or  twenty-four  hours.  In  fact,  there  is  not  much  oc- 
casion for  delay,  as  the  normal  salt  solution  can  be  brought 
into  use  and  the  operation  proceed  with  a  fair  degree  of  safety. 

The  author  has  had  forty  consecutive  ectopic  pregnancies 
without  a  death.  One,  perhaps  as  interesting  as  any,  was  in 
the  practice  of  Dr.  Chamberlain,  in  which  there  was  a  double 
tubal  pregnancy. 

The  patient,  Mrs.  E.,  was  admitted  to  the  Ingleside  Hospital 
at  Canton,  March  i8  last.  A  history  of  irregular  menstruation 
for  three  months  and  further  history  of  severe  pain  the  day 
previous  to  admission  to  the  hospital.  The  pain  extended 
deep  in  either  side,  down  into  the  pelvis,  abdomen  greatly  dis- 
tended, much  restlessness  day  and  night,  weak  pulse  and  gen- 
eral picture  manifest  in  these  ectopic  cases.  The  day  following 
the  admission  and  the  hasty  preparation  of  the  patient,  I  as- 
sisted Dr.  Chamberlain  in  the  removal  of  both  ovaries  and 
tubes.  That  the  tubes  were  ruptured  was  evident  from  condi- 
tion found  within  the  pelvic  cavity.  Blood  clots  filled  the  pelvic 
cavity  extending  up  to  the  umbilicus.  The  operator  ligated 
and  removed  both  ovaries  and  tubes  close  up  to  either  uterine 
cornua  and  cleaned  out  the  pelvic  cavity  as  much  as  possible 
without  irritation  of  the  parts. 

A  moderate  amount  of  blood  and  clots  will  do  no  harm  if 
care  is  exercised  in  keeping  the  cavity  sterile.  In  fact,  1  be- 
lieve that  the  patient  will  have  less  shock  and  make  a  better 
recovery  where  you  leave  some  food  for  the  peritoneum  to 
digest  during  the  patient's  recovery  . 

Following  the  removal  of  the  patient  to  her  room,  that  the 
normal  saline  solution  (enteroclysis  was  given  her,  the  drop- 
by-drop  method,  so  there  would  be  ample  time  for  absorption. 

There  was  a  drainage  gauze  put  through  the  Douglas'  cul- 
de-sac,  and  the  gauze  was  pulled  down  three  or  four  inches 
each  day  until  it  was  all  removed.  There  was  a  vaginal  dis- 
charge for  several  days.  I  believe  this  to  be  a  saving  clause 
in  this  particular  case. 
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I  think  quite  well  of  this  method  of  drainage  through  the 
cul-de-sac  in  the  majority  of  cases.  By  careful  packing  in  the 
wound,  when  the  gauze  is  in  place  the  operator  can  effectually 
retain  within  the  pelvic  cavity  whatever  fluid  he  may  wish  to 
have  retained,  and  later,  by  gradually  pulling  down  the  gauze, 
make  a  complete  drainage  for  the  heavier  debris,  which  may 
do  much  damage  if  allowed  to  remain  in  the  pelvic  cayity. 

The  patient's  temperature  only  touched  the  hundred  mark 
at  one  time,  forty-eight  hours  following  the  operation,  and  be- 
fore the  bowels  had  been  moved  by  the  sulphate  of  magnesia, 
aided  by  warm  olive  oil,  to  which  was  added  one-half  ounce  of 
sulphate  of  magnesia,  one  drachm  of  turpentine  and  two  ounces 
of  glycerine.  This  enema  is  very  mild  in  its  action,  assists  na- 
ture and  does  very  little  punishment  to  the  patient.  The  diet 
consisted  of  beef  and  chicken  broth  and  very  light  food. 

The  result:  An  uninterrupted  recovery,  with  the  patient 
discharged  on  the  fourteenth  day. 


E.  G.  Zinke,  M.  D. : 

The  Bossi  dilator  has  been  before  the  profession  since  189 1. 
It  was  five  years  before  it  found  any  favor  with  Leopold,  of 
Dresden,  the  foremost  obstetrician  of  the  day  in  Saxony.  Leo- 
pold condemned  the  instrument  until  he  saw  it  used  by  Bossi 
himself.     He  then  became  an  ardent  advocate  of  this  dilator. 

The  instrument  is  a  beautiful  piece  of  mechanism,  and  is 
recommended  for  any  form  of  dilatation,  for  any  kind  of  cervix 
or  OS,  and  we  are  told  that  complete  dilatation  can  always  be 
safely  secured  inside  of  half  to  three-quarters  of  an  hour. 

I  was  very  anxious  to  become  acquainted  with  this  instru- 
ment and  promptly  secured  one.  Here  it  is :  I  am  dilating  it 
slowly  so  that  you  may  see  how  '*it  dilates  the  cervix  sufficient' 
ly  to  permit  the  passage  of  a  full  term  child/*  As  to  the  state- 
ments made  with  reference  to  its  usefulness,  they  were  ac- 
cepted with  a  good  deal  of  doubt,  but  before  raising  my  voice 
against  it,  the  instrument  was  given  a  fair  trial  by  myself.  The 
very  first  attempt  in  a  case  of  dilatable  cervix  in  a  woman 
pregnant  six  and  a  half  months,  and  the  victim  of  placenta 
previa,  showed  me  the  dangers  of  this  dilator.  The  Edgar  or 
the  Harris  method  would  have  answered  the  purposee  in  this 
case.     The  instrument  was  first  introduced  without  the  caps. 
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When  sufficient  dilatation  had  been  secured,  the  cape  were 
placed  in  situ,  the  instrument  reintroduced  and  dilation  con- 
tinued according  to  the  description  given.  Suddenly,  without 
warning,  the  instrument  fell  from  the  vagina  into  my  hands. 
A  tear  had  occurred  extending  far  beyond  the  internal  os  on 
the  right  side.  The  hemorrhage  was  alarming.  The  patient's 
life  was  saved  by  promptly  emptying  the  uterus  and  sewing 
up  the  rent.  This  was  my  first  experience.  In  other  cases 
similar  complications  were  observed.  I  have  come  to  the  con- 
clusion that  it  is  a  dangerous  instrument,  even  in  the  hands 
of  the  skilled. 

*   4*  * 


®ran0latians. 


Pregnancy  and  the  Pnerperinm  in  Connection  with  Cholelithi- 
asis.— The  more  frequent  incidence  of  gallstones  in  women  than 
in  men  has  of  late  been  abundantly  recognized,  while  the  in- 
terest of  gynaecologists  in  the  subject  has  increased  as  obser- 
vations accumulated  on  the  onset  of  gall-stone  colic  in  con- 
nexion with  the  puerperium  or  the  end  of  menstruation.  J. 
Hofbauer  {Med,  Klin,)  reviews  the  literature  on  the  causation 
of  gall  stones,  and  finds  that  the  essential  factors,  apart  from 
bacterial  action,  are  stagnation  of  bile,  precipitation  of  choles- 
terin,  free  protoplasmic  substances,  or  cell  desquamation.  An 
examination  is  next  made  of  the  results  of  post-mortem  exami- 
nations of  the  livers  of  women  who  have  died  from  intercur- 
rent causes  either  during  pregnancy  or  the  early  part  of  the 
puerperium.  It  is  found  that  such  livers  are  characterized  by : 
(i)  Fatty  infiltration  in  the  central  parts  of  the  lobules  and 
diminution  in  the  amount  of  glycogen  in  the  same  regions.  (2) 
Stagnation  of  bile  with  deposition  of  layers  of  pigment  in  the 
central  parts  of  the  lobules,  together  with  widening  of  the 
gall  capillaries.  (3)  Ectasy  of  the  central  veins  and  the  capil- 
laries leading  to  them.  There  is  present  also  in  the  tissue  of 
Glisson's  capsule  an  inflammatory  condition  of  the  connec- 
tive tissue  layer  such  as  is  found  in  pregnancy  in  the  mucous 
membrane  of  the  larynx  or  the  bladder,  and  the  lumen  of  the 
bile  ducts  contain  mucuous  and  lymphoid  cells  which  have  here 
and  there  pressed  in  from  without. 

We  thus  find  a  series  of  conditions  present  which  help  to- 
wards the  formation  of  gall  stones.  Thus  stagnation  of  bile 
is  shown  to  be  present ;  insufficiency  of  the  liver  cells  has  been 
scientifically  demonstrated  to  tend  to  the  precipitation  of  choles- 
tcrin  ;  and  finally  in  the  larger  bile  ducts  we  find  hypersecretion 
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of  mucus  and  emigration  of  lymphoid  cell  elements.  But  the 
presence  of  concretions  does  not  necessarily  imply  an  attack 
of  gall-stone  colic;  and  Kehr,  for  instance,  calculates  that  the 
presence  of  gall  stones  only  gives  rise  to  symptoms  in  5  per 
cent,  of  the  cases  in  which  they  exist.  Tihe  chief  compli- 
cation to  determine  an  attack  is  infection  of  the  biliary  pas- 
sages, which  may  take  place  from  the  intestine  or  through 
the  blood,  and  a  second  complication  is  hindering  of  the  flow 
of  bile.  These  two  factors  both  come  into  force  far  more 
frequently  during  the  puerperium  than  during  pregnancy ;  re- 
sorption of  bacteria  from  the  genital  tract,  followed  by  their 
elimination  through  the  bile,  and  displacement  of  the  intes- 
tines due  to  changed  pressure  conditions  in  the  abdomen  post- 
partum play  the  greatest  part  in  producing  them  during  the 
puerperium.  In  accordance  with  these  observations  is  the 
fact  that  attacks  of  gall-stone  colic  occur  far  more  frequently 
in  the  first  and  second  weeks  of  the  puerperium  than  in  preg- 
nancy. 

The  influence  of  menstruation  is  next  considered.  A  history 
is  often  given  that  an  attack  of  gall  stones  coincided  with  the 
end  of  a  menstrual  period.  Our  knowledge  of  any  change  in  the 
liver  coincident  with  menstruation  is  very  scanty.  Senator 
observed  four  cases  of  menstrual  jaundice  which  he  ascribed 
to  hyperaemia  of  the  liver  leading  to  swelling  of  the  biliary 
passages ;  and  Metzger  speaks  of  a  relative  stagnation  of  bile 
under  the  influence  of  menstruation.  These  and  similar  obser- 
vations can  only  be  received  with  reserve  as  showing  a  causal 
■connection  between  an  attack  of  gall  stones  and  menstruation ; 
but  they  are  supported  by  recent  investigations  which  show 
that  during  menstruation  changes  take  place  in  diflFerent  organs, 
as,  for  instance,  in  the  mucous  membrane  of  the  larynx  and 
nose,  which  are  similar  in  nature  though  considerably  more 
mild  than  those  occurring  during  pregnancy. 

Pelvic  Pain:  Bone  Tisane  in  Fallopian  Tube. — Deveze  (Ann. 
•de  Gyn.  et  d'Obstet.)  reports  a  case  where  a  woman,  aged  44, 
had  been  troubled  for  twenty  years  with  a  feeling  of  weight 
in  the  perineum.  There  was  also  severe  dysmenorrhoea.  She 
had  married  when  20  years  old,  and  had  never  borne  a  child. 
There  was  marked  retroflexion  and  retroversion.  A  hard  nod- 
xile  as  big  as  a  walnut,  not  tender  on  pressure,  could  be  defined 
on  the  posterior  wall  of  the  uterus.  After  six  sittings  the 
uterine  displacement  was  cured  by  Thure-Brandt  massage 
and  a  pessary.  The  pains  had  entirely  disappeared,  but  they 
returned  at  the  end  of  a  month.  Deveze  operated  and  removed 
a  pair  of  enlarged  sclerocystic  ovaries,  the  larger,  the  right 
ovary,  being  as  big  as  a  hen's  egg.  There  was  a  small  myoma 
as  large  as  a  chestnut  on  the  posterior  wall  of  the  uterus, 
which  organ  was  removed.    The  right  Fallopian  tube  was  as 
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rigid  as  a  tobacco  pipe.  At  the  junction  of  the  inner  and 
middle  third  was  a  hard  mass  of  the  bulk  of  a  grain  of  Indian 
corn.  When  the  tube  was  laid  open  the  mass  was  seen  to  be 
porus  like  a  fragment  of  bone,  and  on  miscroscopic  examina- 
tion was  found  to  consist  of  true  bony  tissue.  Deveze  con- 
sidered that  the  presence  of  the  bony  mass  accounted  for  the 
dysmenorrhoea,  as  the  contraction  of  the  Fallopian  tube  on 
the  resistant  body  set  up  violent  colicky  pains.  He  was  of 
opinion  that  the  bone  was  a  relic  of  an  old  fetal  sac  which 
had  undergone  bony  change  as  a  form  of  degeneration. 

The  Introduction  of  Prematnre  Labour. — In  order  to  de- 
termine which  method  is  the  best  for  inducing  premature  la- 
bour, Otto  von  Herff  (Muench.  med.  Woch.)  first  considers 
what  results  have  been  obtained  by  hebosteotomy  at  full  time; 
664  cases  published  were  found  to  be  available  for  this  purpose. 
Of  these,  4.9  per  cent,  of  the  mothers  and  9.6  per  cent,  of  the 
children  died;  and  even  when  the  mothers  recovered  it  was 
found  that  a  considerable  proportion  of  those  examined  at  a 
later  date  showed  serious  disturbances,  which  could  be  as- 
scribed  to  the  operation.  In  comparing  the  conditions  applying 
to  induced  labour,  he  states  that  the  maternal  mortality  is  less 
than  1  per  cent.,  although  that  of  the  children  is  20  per  cent. 
Bumm  has  succeeded  in  diminishing  the  infantile  mortality 
to  13.2  per  cent.,  but  at  the  same  time  maternal  mortality  rose 
to  1.9  per  cent.  He  believes  that  hebosteotomy  must  disappear 
from  the  list  of  operations  of  selection,  and  only  be  retained 
tor  those  cases  of  urgent  necessity  in  which  no  doubt  exists 
that  the  method  is  sufficient  for  the  case. 

Every  general  practitioner  should  be  able  to  induce  prema- 
ture labour  with  safety,  but,  inasmuch  as  the  unfavorable  con-^ 
ditions  of  the  private  house  with  regard  to  antisepsis  and  asep-' 
sis  as  compared  with  the  clinic  might  affect  his  results,  it  is 
necessary  to  introduce  the  simplest  method  of  inducing  labor, 
in  order  to  keep  the  maternal  mortality  as  low  as  possible. 

The  simplest  method,  undoubtedly,  is  rupture  of  the  mem- 
branes. It  is  rapidly  performed;  the  armamentarium  re- 
quired is  limited  to  a  suitable  membrane  '*Sprenger'*  (the  ordi- 
nary pointed  probe  may  be  insufficient),  and  it  never  fails.  As 
a  rule,  the  pains  set  in  after  from  six  to  twelve  hours,  while 
occasionally  a  somewhat  longer  interval  may  intervene.  The 
patient  is  kept  in  bed  during  this  period,  and  in  some  cases 
vaginal  douches  should  be  given.  No  further  interference  is 
required,  so  that  the  risk  of  infection  becomes  almost  nil. 

Von  Herff  gives  the  statistical  results  obtained  in  his  clinic 
by  inducing  labor  prematurely  by  rupturing  the  membranes. 
Among  12,400  births,  5.7  per  cent,  were  so  induced.  The 
pain  set  in  on  an  average  eighteen  hours  after  the  rupture.  The 
birth  itself  usually  occupied  a  shorter  period"  than  at  full  time. 
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Only  in  3.9  per  cent,  of  the  cases  were  the  pains  "too  weak." 
Fart-partum  haemorrhages  were  not  more  frequent  than  when 
the  birth  took  place  spontaneously  at  full  time.  The  placenta 
had  to  be  artificially  assisted  in  rather  more  cases  than  is  usual, 
but  this  is  probably  due  to  the  fact  that  the  induction  of  pre- 
mature labor  was  performed  for  contracted  pelvis.  Prolapse 
of  the  cord  was  met  with  nine  times.  The  infantile  mortality 
was  2.8  per  cent. 

Turning  to  the  condition  of  pelvis  for  which  premature  labor 
had  to  be  induced,  he  finds  that  in  four  cases  osteomalacia  was 
present,  in  three  cases  there  was  a  *'filter"  shaped  pelvis,  and  in 
one  case  each  there  was  a  transversely  contracted,  a  coxalgic 
obliquely,  and  a  kyphotic  obliquely  contracted  pelvis.  In  all 
the  rest  there  were  simple  flattened,  general  contracted,  or  gen- 
eral irregular  contracted  pelves.  The  conjugate  measured  from 
7>4  cm.  to  8>4  cm.  in  73  per  cent,  of  the  cases.  More  important 
was  the  estimation  of  the  actual  size  of  the  inside  of  the  pelvis 
in  relation  to  the  fetal  head.  The  labor  was  induced  at  or 
after  the  thirty-fifth  week  whenever  this  was  possible. 

Out  of  100  such  births  undertaken  by  the  author  at  the 
iying-in  hospital,  one  woman  died ;  all  the  other  mothers  recov- 
ered. Of  the  100  children  of  these  mothers,  85  were  born  alive, 
while  five  died  during  the  early  days  of  their  lives.  The  re- 
maining 80,  however,  left  the  hospital  in  good  condition  and 
with  an  excellent  prospect  of  life.  He  compares  these  results 
with  the  results  obtained  in  contracted  pelves  when  the  labor 
was  allowed  to  go  to  full  time;  68  mothers  brought  their 
babies  into  the  world  without  further  help,  but  30  per  cent,  of 
these  babies  were  lost.  Forceps  were  used  in  30  per  cent,  of 
the  cases,  with  an  infantile  mortality  of  36  per  cent. ;  version 
yielded  an  infantile  mortality  of  76  per  cent.,  while  all  the 
operative-born  children  taken  together  included  55  per  cent, 
dead  children.  The  whole  series  showed  a  loss  of  infant  life 
to  the  extent  of  45  per  cent.  This,  he  claims,  speaks  most  elo- 
quently in  favor  of  inducing  premature  labor  by  rupturing  the 
membranes  according  to  Scheel,  at  the  proper  time,  for  con- 
tracted pelvis. 

Laparo-colpohysterotomy. — A.  Diihrssen  records  a  new 
method  of  dealing  with  labor  complicated  by  contracted  pelvis 
{Berl.  klin.'Woch,).  The  means  hitherto  at  our  disposal  in 
such  cases  have  been  -summed  up  by  Hegar  as  boring  a  hole 
in  the  head  of  the  fetus,  or  slitting  up  the  mother's  belly,  both 
of  which  he  considers  to  be  inhuman  and  rough.  Sawing 
through  a  pelvic  bone  in  the  mother  is  not  less  objectionable, 
and  should  not  be  performed.  Hegar  further  considers  that 
the  classical  gynaecological  operations  are  forceps,  version,  and 
Diihrssen's  vaginal  Caesarean  section.  The  author  agrees  that 
symphysiotomy  and  pubiotomy  will  disappear  from  the  list, 
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but  he  thinks  that  a  new  operation — which  his  assistant,  Solms, 
has  devised — will  replace  it.  This  is  a  combination  of  Ritgen's 
gastro-elytrotomy  and  vaginal  Caesarean  section.  This  opera- 
tion was  performed  on  a  3-para,  whose  conjugata  vera  meas- 
ured nearly  four  inches.  She  had  lost  her  two  babies  during 
the  former  births.  At  the  end  of  pregnancy,  after  dilating  for 
one  hour  with  a  bag,  an  incision  was  made  above  Poupart's 
ligament  on  the  left  side,  through  the  abdominal  muscles  and 
fascia  transversalis.  The  bladder  was  then  pushed  forward,, 
and  the  peritoneum  was  separated  from  the  uterus  and  pushed 
upwards.  In  this  way  the  lower  uterine  segment  was  exposed. 
Very  little  haemorrhage  was  experienced,  as  the  inferior  epi- 
gastric artery  was  tied  in  two  situations  and  divided  between 
the  ligatures.  The  next  step  consisted  in  incising  the  anterior 
vaginal  and  cervical  wall  in  the  manner  of  anterior 
colpohysterotomy.  The  child  was  lying  in  the  first  vertex  po- 
sition. Forceps  were  applied  through  the  flank  wound,  and  the 
child  was  easily  delivered  through  the  two  openings — that  is,, 
that  in  the  vagina  and  cervix  and  that  in  the  flank — alive  and 
well.  The  placenta  was  expressed  per  vias  naturales.  Then  the 
vaginal-cervical  wound  was  closed  through  the  vagina,  and  the 
flank  wound  was  suture  in  several  layers.  The  wounds  healed 
by  first  intention.  The  uterus  underwent  a  normal  involu- 
tion, and  was  found  three  weeks  after  to  be  anteflexed,  as 
against  a  slight  retroflexion  which  was  present  early  in  the 
pregnancy. 

In  discussing  the  operation,  Diihrssen  states  that  it  was  ac- 
tually extraperitoneal,  although  the  medial  incisions  do  not 
permit  of  extraperitoneal  access  to  the  uterus.  The  peritoneum 
is  considerably  less  firmly  fixed  laterally  than  it  is  in  the  middle 
line.  No  raising  of  the  pelvis  is  required,  so  that  the  danger 
of  air  embolus  is  not  present.  He  mentions  that  it  can  be  un- 
dertaken or  any  table,  and  does  not  need  a  special  operating 
table  with  mechanism  for  tilting  the  patient  upside  down.  An 
excellent  drainage  is  provided  by  the  vaginal  hysterotomy. 
Since  many  cases  of  contracted  pelvis  are  not  seen  by  the  sur- 
geon until  attempts  have  been  made  to  deliver,  and  since  these 
attempts  include  the  introduction  of  the  faultily  disinfected 
hand  into  the  genital  canal,  a  considerable  proportion  of  the 
cases  will  not  be  free  from  some  infection,  and  for  this  reason 
good  drainage  is  of  paramount  importance. 

XTretero-Intestinal  Anastomosis  After  Total  Cystectomy. — Le- 

gueu  {Bull,  et  Mem.  de  la  Soc.  de  Chir.  de  Paris.),  in  a  report 
on  a  case  of  total  cystectomy  for  bleeding  tumors,  communi- 
cated by  Marion,  after  dealing  with  the  indications  for  extirpa- 
tion .of  the  bladder,  discusses  the  difficult  question  of  what 
to  do  with  the  ureters.  To  leave  the  open  ends  in  the  wound 
is,  as  is  proved  by  the  fatal  result  of  Marion's  case,  to  court 
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disaster,  and  the  attempts  to  overcome  the  difficulty  by  attach- 
ing them  to  the  skin  or  to  the  wall  of  the  vagina  have  failed. 
Uretero-rectal  anastomosis  becomes  a  very  serious  procedure 
when  both  ureters  have  been  divided,  as  it  has  recently  been 
shown  by  Papin  that  such  a  course  has  been  followed  by  16 
deaths  in  19  cases  of  total  cystectomy.  In  some  of  these  cases 
the  fatal  result  occurred  soon  after  the  operation,  while  in 
others  it  was  delayed  for  some  months  and  was  due  to  pyelone* 
phritis  and  pyonephrosis.  Legueu  suggests  that  it  might  be 
better  to  practise  double  nephrostomy;  but  to  those  surgeons 
who  would  hesitate  to  subject  by  such  treatment  their  patients 
to  very  serious  infirmity,  and  who  decide  on  discharging  the 
urine  into  the  intestine,  he  would  propose  that  the  double  im- 
plantation be  effected  in  two  stages  with  an  interval  of  some 
few  days.  In  a  discussion  of  Legueu's  report  it  was  held  by 
Tuffier  that  the  late  evils  of  uretero-intestinal  implantation  orig- 
inate in  stenosis  of  the  distal  ends  of  the  ureters  and  in  conse- 
quent urinary  stagnation  and  renal  infection.  By  preserving 
a  collar  of  vesical  mucous  membrane,  and,  if  possible,  of  the 
whole  thickness  of  the  wall  of  the  bladder,  at  the  end  of  each 
of  the  detached  ureters,  and  by  suturing  this  to  the  margins  of 
the  opening  in  the  intestine,  the  risks  of  ascending  infection, 
it  is  held,  may  be  diminished. 

Modem  Treatment  of  the  Puerperinm. — Opitz  (Med.  Klin.) 
has  treated  235  puerperal  women  by  Kiistner's  method  of 
letting  them  get  up  very  early.  Unless  contraindications — 
that  is,  sutured  perineum,  operations  on  the  placenta,  fever, 
great  weakness,  cardiac  defects,  or  similar  troubles— exist,  he 
allows  the  women  to  get  up  as  soon  as  they  have  thoroughly 
rested — ^that  is,  when  one  night  has  elapsed  since  delivery. 
They  sit  and  walk  about  as  they  like,  only  after  midday  they 
must  go  to  bed  for  a  few  hours.  None  are  forced  to  get  up 
early,  and  the  unanimous  opinion  of  cultured  women  treated 
thus  was  that  they  felt  incomparably  better  and  recovered 
quicker  when  they  were  able  to  quit  bed  earlier.  Opitz  at- 
tributes the  pallor,  languor,  and  giddiness  on  getting  up  at 
the  end  of  fourteen  days  and  many  cases  of  thrombus  to  the 
long  lying  in  bed  of  the  old  treatment. 

Immediately  after  delivery  each  patient  receives  a  firm  body 
bandage  fastened  by  straps,  and  a  strap  passes  between  the 
legs  to  keep  up  any  protusion  of  the  genitalia.  Gymnastic  ex- 
ercises, according  to  the  individual  strength,  are  usually  under- 
taken from  the  second  day — that  is,  rising  up  from  the  back 
without  help  from  the  arms,  exercises  for  the  perineal  muscles, 
etc.  The  perineum  is  also  played  upon  by  tepid  and  cold 
sprays.  Of  235  women,  56  got  up  on  the  first  day,  65  on  the 
second,  27  on  the  third,  52  from  the  fourth  to  sixth  days,  21 
on  the  seventh  and  eighth  days,  and  14  later.     In  the  cases 
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getting  up  from  the  fourth  to  sixth  days  special  reasons — rup- 
tured perineum,  etc. — ^prevented  them  getting  up  earHer. 

The  three  chief  dangers,  according  to  the  opponents  of  the. 
treatment,  are:  (i)  Embolism,  (2)  uterine  displacement,  (3; 
interruption  of  convalescence,  (i)  In  the  clinics  where  this 
treatment  has  been  tried,  emboli  have  not  occurred ;  the  longer 
bed  is  kept  the  greater  the  retardation  of  the  blood  stream 
and  the  easier  thrombus  formation.  (Where  a  thrombus  exists, 
absolute  rest  in  bed  is,  of  course,  urgently  indicated.)  (2) 
Kiistner  and  others  have  long  proved  that  in  the  upright  posi- 
tion anteflexion  of  the  uterus  is  increased.  Opitz's  statistics 
show  that  getting  up  early  does  not  favor  retroflexion,  and 
slack  abdominal  walls  are  the  exception.  Involution  is  satis- 
factory. Of  the  121  examined  on  die  tenth  or  eleventh  days, 
and  who  had  got  up  from  the  first  to  third  days,  the  uterus 
was  the  size  of  a  fist  or  larger  in  33,  about  the  size  of  a  goose 
egg  in  58,  smaller  than  this  down  to  almost  normal  size  in  30 
cases.  (3)  Convalescence  was  in  no  way  interrupted,  and  no 
increased  tendency  to  puerperal  infection  was  shown  by  those 
getting  up  on  the  earlier  days,  though  existing  infection  may 
certainly  be  made  much  worse  by  early  movement.  Opitz  ob- 
served no  marked  effect  of  the  getting  up  early  on  the  pulse, 
and  his  cases  do  not  bear  out  Stockel's  opinion  that  scopolamin 
is  a  cause  of  rapid  pulse.  The  chief  difficulty  is  to  prevent  the 
newly-delivered  woman  from  leaving  hospital,  and  this  method 
is  more  risky  in  private,  where  such  exact  observation  of  the 
patient  is  not  possible.  It  is  very  important  that  the  mind 
should  be  quite  at  rest,  and  no  household  duties  should  be  un- 
dertaken, and  very  few  visits  received.  Only  5  of  the  235  wo- 
men developed  mastitis,  in  every  case  slight. 

The  prophylactic  treatment  during  the  last  six  weeks  of 
pregnancy  consists  in  thoroughly  cleansing  the  breasts  with 
warm  water  and  soap  every  other  night,  drying  them  and  touch- 
ing them  with  10  per  cent,  tannin  spirit.  Later,  after  each  feed 
the  nipple  is  covered  with  lanolin  ointment,  which  is  washed 
off,  before  the  child  is  put  to  the  breast,  with  boric  lotion  or 
boiled  \vater.  Cases  treated  with  gaudanin  were  not  so  suc- 
cessful. If  rhagades  appear  the  child  is  put  to  the  breast  with 
a  nipple  shield.  In  the  1.28  per  cent,  cases  in  which  mastitis  oc- 
curred (compared  with  3.18  per  cent,  of  Olshausen's  cases) 
the  child  was  not  put  to  the  breast  any  more ;  the  breast  was 
bandaged  up  and  packed  with  an  aluminium  acetate  compress. 
No  further  treatment  was  required.  Whenever  possible,  onlv 
one  breast  is  used  at  one  feed,  a  quarter  of  an  hour  being  the 
maximum  time  allowed.  At  night  the  children  are  all  separated 
from  their  mothers.  As  regards  Wassermann's  s\'philis  reac- 
tion, of  135  mothers.  12  gave  positive  results,  while  only  seven 
children  gave  the  serum  diagnosis.  In  few  of  these  cases  did 
either  mother  or  child  show  any  clinical  signs  of  syphilis.     Of 
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163  women  on  whom  Wolff-Eisner's  ophthalmic  reaction  for 
tuberculosis  was  tried,  39  reacted  positively,  while  only  two 
showed  clinical  signs  of  the  disease.  Pirquet's  skin  reaction 
remained  negative  in  the  corresponding  infants.  Opitz  allowed 
the  mothers  to  suckle  unless  the  tuberculosis  seemed  to  be  pro^ 
gressive,  which  only  occurred  once.  He  takes  Walcher*s  stand- 
point, and  anticipates  better  nutrition  and  sometimes  dying- 
out  of  the  tuberculosis  when  they  are  allowed  to  suckle.  He 
allows  ordinary  diet,  but  articles  likely  to  cause  flatulence  are 
avoided. 

The  children  are  first  put  to  the  breast  at  the  end  of  twenty- 
four  hours,  and  in  few  cases  did  the  nourishment  prove  insuffi- 
cient. From  the  outset  only  six  meals  are  allowed  at  6,  9,  12 130, 
4,  7,  and  10  o'clock.  During  the  night  the  children  are  not  fed 
at  all.  After  birth  one  per  cent,  of  silver  nitrate  is  dropped 
into  the  eyes  of  each  infant,  but  after  Herff's  experience  Opitz 
will  change  to  sophol.  The  treatment  of  the  navel  consists  in 
ligaturing  the  cord  about  2  c  cm.  from  the  umbilicus.  After 
the  bath,  the  navel  is  dabbed  with  alcohol,  covered  with  sterile 
gauze,  and  a  gauze  bandage  wrapped  round  the  body.  If  the 
navel  is  soiled  with  urine  the  bandage  is  changed,  and  after 
dabbling  with  alcohol  powdered  xeroform  is  employed.  The 
remains  of  the  cord  fall  off  between  the  fifth  and  ninth  days, 
occasionally  not  till  the  tenth.  Until  this  occurs  the  baby  is 
washed  but  not  put  in  a  bath. 

Retroflection  of  the  XTterns. — While  he  realizes  that  retro- 
flection  of  the  uterus  can  cause  a  number  of  very  definite  symp- 
toms and  may  be  the  cause  of  a  woman's  trouble.  Max  Henkel 
(Muench.  med.  Woch.)  recognizes  many  cases  in  which  no 
symptoms  or  discomfort  are  produced  at  all.  In  forming  a 
diagnosis  of  reflection  it  is  primarily  necessary  to  distinguish 
the  fixed  form  from  the  mobile  form.  The  fixed  form  pro- 
duces more  frequent  and  severer  symptoms  than  the  mobile 
form,  and  it  is  rare  for  the  appendages  or  pelvic  cellular  tis- 
sue to  escape  from  inflammatory  complications  in  the  case  of 
the  fonner.  Mobile  retroflection  may  be  practically  without 
symptoms  which  are  noticed  by  the  patient ;  but  Henkel  points 
out  that  the  constitutional  or  virginal  form  is  a  frequent  cause 
of  sterility,  and  that  this  sterility  may  be  at  once  removed 
when  the  uterus  is  placed  in  a  proper  anteflection.  Some  ob- 
stetricians believe  that  the  uterus  is  normally  retroflected,  but 
Henkel  cannot  conceive  what  reply  can  be  given  to  the  fact  that 
a  retroflected  pregnant  uterus  becomes  incarcerated  unless  the 
misplacement  is  corrected.  He  thinks  that  the  gynaecologist 
should  only  determine  whether  sterility  is  caused  by  retro- 
flection by  correcting  the  misplacement  and  watching  whether 
f)regnancy  develops.  Each  case  must  be  dealt  with  on  its  own 
merits. 
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With  regards  to  symptoms,  he  states  that  congenital  retro- 
flection  only  rarely  causes  any  at  all,  save  when  marked  infan- 
tilism or  sharp  flection  is  also  present.     In  these  cases  the 
symptoms  are  those  of  dysmenorrhoea.     The  symptoms  arc 
not  wholly  or  even  chiefly  due  to  the  backward  displacement,, 
but  can  be  better  explained  on  the  basis  of  the  defective  devel- 
opment of  vessels,  muscles,  etc.,  and  for  this  reason  this  form 
is  frequently  not  much  relieved  by  correcting  the  displace- 
ment.    In  distinguishing  between  mobile  and  fixed  retroflec- 
tion,  he  advises  Schultze's  bimanual  method  and  the  uterine 
sound  to  replace  the  uterus.    The  former  is  only  applicable 
when  the  abdominal  walls  are  flaccid,  so  that  the  hand  can  be 
delved  well  behind  the  organ.    At  times  it  is  wise  to  put  the 
patient  to  sleep  with  chloroform  for  this  purpose.    This  meth- 
od is  not  well  adapted  to  primiparae,  whose  abdominal  muscles 
are  rigid  and  vaginae  narrow.    The  sound  should  be  employed 
when  the  bimanual  method  fails  or  cannot  be  easily  carried 
out,  but  it  is  necessary  to  exclude  pregnancy  and  cervical 
catarrh  first.    Inflammation  of  the  appendages  also  contraindi- 
cates  the  use  of  the  sound.    No  force  may  be  used  in  attempt- 
ing to  replace  the  uterus.    The  whole  length  of  the  sound  lying 
within  the  uterus  must  touch  the  anterior  wall  of  the  uterus, 
but  the  point,  which  should  not  be  sharp,  should  not  reach 
quite  to  the  fundus. 

When  the  uterus  is  replaced,  provided  that  no  inflammation 
of  any  neighboring  tissues  is  present,  a  ring  pessary  may  be 
employed.  He  prefers  Breuss's  modification  of  the  Thomas 
pessary,  which  has  the  same  curve,  but  the  hind  portion  is  not 
so  thick.  Vulcanite,  glass,  or  celluloid  all  form  excellent  pes- 
saries. It  is  important  that  the  pessary  fit  well — ^that  is,  that 
it  is  the  smallest  which  keeps  in  place.  In  young  individuals, 
however,  he  finds  that  pessary  treatment  should  not  be  em- 
ployed as  a  rule.  The  proper  course  is  to  perform  the  Alex- 
ander-Adams operation.  He  discusses  the  technique  of  the 
operation  and  some  details  in  the  after-treatment.  When  a 
mobile  retroflection  is  complicated  with  inflammatory  condi- 
tions or  with  prolapse  of  the  ovaries,  he  prefers  to  perform 
ventrifixation,  and  considers  that  Olshausen's  operation  is  the 
best.  When  there  is  uterine  prolapse,  the  best  method  is 
Schauta's  vaginafixation.  Details  of  these  various  procedures 
are  given,  but  his  accounts  do  not  differ  essentially  from  the 
accounts  published  in  text-books  and  elsewhere. 

Haematometra  After  Pregnancy. — Brindeau  {Annates  de 
Gyn.  et  d'Obstet.)  reports  two  cases  of  acquired  haematometra 
— a  condition  less  frequent  than  the  congenital  type.  A  young 
woman  was  delivered  early  in  1904  and  suffered  from  puerperal 
complications.  The  periods  reappeared,  and  then  ceased ;  but, 
when  due,  violent  hypogastric  pains  set  in  with  a  sensation  of 
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weight  in  the  perineum.  There  was  always  obstinate  consti- 
pation at  the  same  time.  These  disturbances  subsided  in  two 
or  three  days,  but  a  tenderness  in  the  abdomen  persisted.  In 
the  sunmier  of  1908  Brindeau  examined  the  patient  and  defined 
a  spherical  tumor  like  a  pregnant  uterus,  which  reached  up  to 
the  pubes  above,  and  bulged  inferiorly  into  the  vagina,  coming 
down  to  within  an  inch  of  the  vulvar  cleft.  The  tumor  was 
smooth  and  tense,  and  no  trace  of  a  cervix  or  external  os  could 
be  detected.  On  palpation  it  was  found  to  be  of  an  hour- 
glass shape,  as  though  the  uterine  cavity  and  cervical  canal 
were  distended  separately ;  and,  further,  the  cervix  was  separ- 
ated from  the  uterus  by  a  sharp  angle — 3,  marked  anteflexion. 
The  round  ligaments  could  be  felt  to  be  very  tense.  An  in- 
cision was  made  in  the  middle  of  the  vaginal  part  of  the  ttmior, 
and  a  tumblerful  of  a  black,  syrupy,  odorless  liquid  came  away. 
The  incision  was  enlarged,  and  then  it  was  found  that  the 
cervical  canal  was  the  seat  of  the  distension,  the  upper  lobe  of 
the  tumor  being  the  uterus,  firm  and  retracted,  seated  on  the 
top  of  the  cervix  converted  into  a  blood  cyst.  The  cavity  was 
plugged  with  a  strip  of  gauze.  Ten  days  after  the  operation 
the  catamenia  set  in,  and  were  painless.  Three  months  later 
the  patient  was  well,  and  the  periods  were  regular.  The  second 
patient  had  contracted  pelvis  and  albuminuria.  Basiotripsy 
had  to  be  performed  in  labor,  and  the  puerperium  was  com- 
plicated. The  periods  did  not  return,  and  six  months  later  a 
haematometra  developed.  It  was  treated  like  the  first  case, 
and  with  similar  success. 

The  Revival  of  the  Vaginal   Surfaces   in   Colporrhaphy.  :— 

Vauverts  (Le  Nord  Med.)  points  out  a  little  modification  which 
he  has  employed  for  the  purpose  of  facilitating  the  removal  of 
the  strip  of  mucous  membrane  in  the  repair  of  the  perineum. 
Having  marked  out  the  extent  of  the  denudation,  he  seizes 
the  upper  comer  of  the  patch  with  artery  forceps,  and  places 
the  left  index  finger  underneath,  folding  the  mucous  mem- 
brane over  it.  In  this  way  it  is  easily  and  safely  removed,  by 
means  of  either  bistoury  or  scissors,  care  being  taken  not  to 
leave  any  islands  of  intact  mucous  membranes  to  prevent  ac- 
curate adhesion  of  the  raw  surfaces. 

Dystocia  from  Circnlar  Vaginal  Septum. — Lepage  (Comptes 
Rendus  de  la  Soc.  d'Obstet.  de  Gynec.  et  de  Pediatr,  de  Paris.) 
attended  a  labor  where  the  first  stage  was  obstructed  by  a  dia- 
phragm placed  transversely  in  the  vagina.  The  patient  was 
a  primipara,  aged  18,  the  last  period  occurred  in  the  middle  of 
September,  1907.  In  the  middle  of  the  eighth  month  Lepage 
was  consulted  by  her  doctor.  The  vagina  was  tender  and  an 
anaesthetic  had  to  be  given  before  the  parts  could  be  exam- 
ined properly.     The  hymen,  lacerated,  was  partly  persistent 
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Above,  half-way  up  the  vagina,  some  white  cystic  bodies,  each 
of  the  size  of  a  haricot  bean,  were  discovered  and  laid  open; 
they  were  thin-walled  and  contained  sebaceous  matter.  Imme- 
diately superior  to  these  cysts  was  a  well-developed  transverse 
diaphragm,  thickest  posteriorly.  There  was  a  small  central 
orifice  into  which  some  cystic  bodies,  like  those  below  the  sep- 
tum, projected.  The  cervix  with  the  fetal  head  presenting, 
could  be  plainly  defined.  Thirteen  days  later,  on  June  24, 
1908,  labor  pains  began  at  8  a.  m.  By  1 1  40  p.  m.  dilatation  of 
the  cervix  and  of  the  vaginal  diaphragm  was  complete,  and 
one  hour  later  a  live  female  fetus  over  6^  lb.  in  weight  was 
delivered  spontaneously.  By  July  23d  the  diaphragm  was 
represented  by  a  cicatricial  ring  hardly  constituting  a  stricture ; 
it  lay  i^  in.  above  the  vulva.  The  cervix  was  free  from  any 
bands  running  across  its  fornices.  The  transverse  vaginal  sep- 
tum is  a  condition  normal  in  some  of  the  lowest  mammalia. 
When  it  complicates  labor  the  fetal  head  generally  dilates  and 
tears  the  septum  without  the  aid  of  obstetric  art. 

Pinard,  in  discussing  Lepage's  case,  observed  that  he  had 
seen  a  great  number  of  instances  of  circular  transverse  vaginal 
diaphragms  obstructing  labor,  but  in  no  instance  did  he  find 
it  necessary  to  intervene.  When  there  was  a  longitudinal 
vaginal  septum,  the  presenting  head  usually  pushed  it  aside; 
but  in  a  breech  presentation  the  legs  of  the  fetus  tended  to  get 
astride  the  upper  border  of  the  septum.  On  that  account  Pin- 
ard always  applied  two  forceps  to  the  septum  and  divided  it 
between  them. 

Congenital  Diaphragmatic  Hernia. — Schreider  {UOhstct.) 
attended  a  woman  who  was  delivered  of  a  female  child  sponta- 
neously. The  infant  cried  once  and  then  turned  blue;  the 
pulsations  of  the  heart  were  perceptible  on  the  right  side  of  the 
thorax.  The  child  died,  and  radiography  was  undertaken  at 
once.  A  left  diaphragmatic  hernia  was  discovered.  Schreider 
inquired  about  the  family  history.  The  mother's  first  pregnan- 
cy was  gemellar.  A  boy  and  girl  were  born,  the  former  had 
a  right  inguinal  hernia.  Two  years  later  a  daughter  was  born, 
who  also  had  a  right  inguinal  hernia.  At  the  end  of  four  years 
a  boy  was  born  with  umbilical  hernia  and  ectopia  gf  the  abdom- 
inal viscera.  Lastly,  came  the  girl  with  diaphragmatic  hernia. 
The  mother's  father  was  subject  to  double  inguinal  hernia,  and 
had  a  twin  sister.  The  mother  had  six  brothers  and  four 
sisters  all  in  good  health,  but  two  of  the  sisters  had  undergone 
operation,  the  one  for  single,  another  for  double,  hernia,  the 
variety  not  being  specified.  The  mother's  father,  mother, 
sisters,  and  three  out  of  her  six  brothers  were  all  subject  to 
varicose  veins,  an  interesting  fact,  Schreider  remarks,  in  asso- 
ciation with  the  tendency  to  weakness  of  the  abdominal  walls 
so  marked  in  her  relations. 
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